Changing the direction of Nurse Education: The

development and implementation of the first Noncommissioned

BSc (Hons) Nursing (Adult)

programme in England. by Houghton, T.
1 
 
 
 
 
Changing the direction of Nurse Education: The 
development and implementation of the first Non-
commissioned BSc (Hons) Nursing (Adult) 
programme in England. 
 
 
 
January 2017 
 
 
 
Doctor of Philosophy: Professional Practice. 
(Retrospective) 
 
 
 
 
 
 
 
Patricia Adele Houghton 
 
 
 
 
2 
 
 
 
Changing the direction of Nurse Education: The 
development and implementation of the first Non-
commissioned BSc (Hons) Nursing (Adult) 
programme in England. 
 
 
 
Patricia Adele Houghton 
 
 
January 2017 
 
 
 
“Portfolio of evidence submitted in partial fulfilment of the requirements 
of the University of Bolton for the Doctor of Philosophy Professional 
Practice” 
  
 
 
 
3 
 
Statement of Ownership 
Declaration 
 
 
 
 
 
  
“I declare that no part of this Thesis has been taken from existing published 
or unpublished material without due acknowledgement and that all 
secondary material used herein has been fully referenced.” 
 
 
 
 
Signed: 
 
Date: 
 
 
4 
 
Contents 
  
Page 
Statement of 
Ownership 
 
3 
Contents Page 
 
4 
List of Figures and 
Tables 
 
6 
Abbreviations / 
Definitions 
 
7 
Acknowledgements 
 
9 
Justification 
 
10 
Abstract  
 
11 
Contribution to 
Knowledge 
 
13 
Chapter 1 Introduction / Background to self and professional 
practice. 
14 
Chapter 2 Critical analysis and review of nurse education: 
History of policy and curriculum changes.  
22 
Chapter 3 An innovative model of nurse education – ‘The 
Bolton Model’. 
47 
Chapter 4 Critical personal reflection. 75 
Recommendations 
for the future 
 
94 
Statement of 
Collaboration 
 
96 
References 
 
99 
 
 
5 
 
Appendices 
 
Appendix 1 Willis (2015) Raising the Bar – Acknowledgement - 
page 60 for good practice in the Lord Willis Report.
Other 
bound 
document
Appendix 2 Nursing media articles – Coverage of the first Non-
Commissioned nursing programme.
Appendix 3 Lancashire Teaching Hospitals NHS Trust - Quality 
Award Winner & The Academy of Fabulous Stuff 
Nomination.
Appendix 4 Conference papers & abstracts.
Appendix 5 Department of Health testimony.
Appendix 6 Requests from other – Higher Education Institutes and 
National Health Service Trusts.
Appendix 7 Curriculum Vitae.
Appendix 8 List of publications.
Appendix 9 Table 1 – Brief summary of the main influential policy 
documents on nurse education.
Appendix 10 Political, Economical, Socio-Cultural, Technological 
(PEST) Analysis.
Appendix 11 ‘The Bolton Model’ (Visual Overview) & USP: 
Difference to other nursing programmes.
Appendix 12 Minutes from meetings & agendas – Steering group.
Appendix 13 Presentation at the curriculum development focus 
groups.
Appendix 14 Notable Practice by the Nursing and Midwifery Council, 
RE: Patient as Coach Team (PaCT).
Appendix 15 Curriculum document.
Appendix 16 Recruitment and marketing research survey results.
Appendix 17 Presentation to key stakeholders.
Appendix 18 Testimonies.
Appendix 19 Invitations to become external panel member.
Appendix 20 Longitudinal study –Executive Summary.
6 
 
List of Figures & Tables  
Figure Title Page 
Figure 1 Kotter’s (1996) 8 step model. 53 
Figure 2 Visual overview of ‘The Bolton Model’. 58 
Figure 3 Transition Pedagogy – 3rd generation FYE policy 
and practice. 
61 
Table 1 Brief summary of the main influential policy 
documents on nurse education. 
Appendix 
10 
  
7 
 
Abbreviations / Definitions  
AI Appreciative Inquiry 
AR Action Research 
BSc Bachelor of Science 
CT Clinical Tutor 
DH Department of Health 
DHSS Department of Health and Social Security 
ENB English National Board 
FYE First Year Experience 
HCC Health Care Commission 
HEE Health Education England 
HEI Higher Education Institute 
LTHTR Lancashire Teaching Hospitals NHS Foundation 
Trust 
MAD Making a Difference (curriculum) 
MSLAP Multi-professional Support for Learning and 
Assessment in Practice 
NHS National Health Service 
NHS Trust A National Health Service Trust is an organisation 
within the English NHS generally serving either a 
geographical area or a specialised function (such 
as, an ambulance service). In any particular 
location there may be several trusts involved in the 
different aspects of healthcare for the local 
population. 
NMC Nursing and Midwifery Council 
PaCT Patient as Coach Team 
PEF Practice Education Facilitator 
PEST Political, Economical, Socio-Cultural, Technological 
QUT Queens University of Technology 
8 
 
RCN Royal College of Nursing 
SFE Student Finance England 
SLAiP Standards to Support Learning and Assessment in 
Practice 
UKCC United Kingdom Central Council 
UoB University of Bolton 
  
  
9 
 
Acknowledgments 
The author would like to take this opportunity to express sincere thanks to the following 
people without whom this thesis would have never materialised. 
 
The PhD Supervisors, Professor Jerome Carson and Dr Duncan Cross for their 
invaluable knowledge, guidance, continuing support, patience, along with recognising 
and adapting to the author’s individual learning and writing style. 
 
My colleague, Jane Howarth for her words of wisdom, motivation, enthusiasm and 
spurring me on during the development and implementation of the project. Most 
importantly for her continued support as she maintained the author’s sanity throughout 
the project, supplying both emotional and practical support. 
 
The participants, for volunteering to take part and giving their time and commitment, 
because without them there would have been no thesis. 
 
Last but not least the author wishes to give special thanks to her husband David 
Houghton and 2 children, Daniel and Aimee who have shown extraordinary patience 
and given wonderful support and encouragement throughout the whole of the PhD. 
   
10 
 
Justification 
The thesis is presented according to the criteria of the Regulations and Procedures 
Governing the Award of the Degree of Doctor of Philosophy by Professional Practice 
and is written for assessment to the criteria of The University of Bolton (here after 
referred to as the University). The University shall award work or professional or 
creative practice to registered candidates, provided that there is clear evidence to the 
satisfaction of the examiners that the candidate has carried out a critical investigation 
and evaluation of an appropriate topic(s) or theme(s) which has led to an independent 
and original contribution to knowledge and demonstrated an understanding of 
research methods appropriate to the chosen field (1.2 Principles)  
 
 
11 
 
Abstract 
This critical commentary sets out the background to, and implementation of “The 
Bolton Model.” The model was developed by the researcher. The future health service 
will be constantly challenged, requiring a workforce built around the actual needs of 
the population (Willis, 2015).The ability of the NHS to deliver world class 
compassionate care is dependent on the quality of training and education of the 
healthcare workforce (DH, 2015a). ‘The Bolton Model’ of nurse education was 
designed, developed and implemented, so that NHS Partner Trusts could ensure the 
future supply of nurses to care for their service users. This innovative nursing degree 
programme is the first nurse education programme that is not funded by NHS 
commissioning bodies and has been approved by the Nursing and Midwifery Council, 
and the University of Bolton. 
 
“The Bolton Model” features in Willis’s 2015 report ‘Raising the bar ’as good practice, 
and has led, influenced, trail-blazed the national debate on non-commissioned nursing 
programmes in England changing the face of nurse education. In addition, it has 
influenced other Higher Education Institutes to also develop similar programmes. 
 
In this critical commentary the author sets out the policy and practice context for a new 
model of undergraduate nursing education, demonstrating that there have been 
decades of professional and government policies that have brought about the drive 
and change of nurse education which has led to ongoing challenges. A critical 
overview of the process used to design, develop and implement ‘The Bolton Model’ of 
nurse education is offered. The development of the programme utilised the principles 
of participatory action research, appreciative inquiry, Kotter’s (1996) 8 step change 
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management model and theories of collaboration. A key influence in the design of ‘The 
Bolton Model’ was based around a number of principles from the Transition Pedagogy 
Handbook (Nelson et al, 2014).  
 
A personal critical reflection of the main aspects encountered throughout the journey 
of the innovation from initial ideas through to the current stage of the programme is 
presented. This includes the personal learning in relation to the project itself, 
reflections on the innovations of the curriculum at this point in United Kingdom nursing 
history, along with reflections on the responses from within the community of nurse 
educations providers and practitioners. The implementation of ‘The Bolton Model’ 
required confidence, enthusiasm, motivation, self-belief and willingness to take the risk 
of developing a completely new module of nurse education. In addition, it was 
necessary to research all aspects thoroughly, to challenge, defend and share the 
vision explicitly ensuring it was clearly communicated to all key stakeholders to enable 
the project to come to fruition and create the desired impact.  
 
Finally it is recommended that HEIs and healthcare providers need to establish 
effective partnerships and work in true collaboration ensuring that they are more 
flexible and responsive to meet local workforce needs. In addition, HEIs and 
healthcare providers need to have a number of innovative provisions of nurse 
education programmes that will enable differing entry routes into nurse education. 
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Introduction / Background 
“Begin at the beginning” the king said, very gravely, “and 
go on until you come to the end; then stop” (Carroll, 1866, 
p. 182). 
 
Introduction of Self 
I have been employed by the University of Bolton (UoB) since 2005 as a Senior 
Lecturer. Over the years I have designed, developed and updated curricula as 
appropriate and I have implemented and delivered a number of programmes. I have 
worked in partnership with National Health Service (NHS) Trust colleagues in order to 
meet workforce needs.  
 
I have 26 years of experience in relation to the Multi-professional Support for Learning 
and Assessment in Practice programme (MSLAP – previously known as mentorship). 
Throughout my clinical practice career I have supported junior staff and students in 
the clinical learning environment. Fifteen years ago I moved into an educational role 
where my main responsibilities were to ensure high quality learning experiences for 
pre-registration students and supporting mentors in practice. Through this experience 
I gained employment in a similar role for Post Registration students at the University 
of Bolton. Due to my experience in supporting mentors I was then appointed to lead 
the MSLAP programme and the development of mentors in the workplace (see 
Curriculum Vitae Appendix 7). My expertise lies within mentorship and supporting the 
learning and assessment of students in practice. All students on Nursing and Midwifery 
Council (NMC) pre-registration nurse education approved programmes are required 
to have a mentor and a ‘sign off’ mentor whilst in practice. In connection with this work 
16 
 
in developing and supporting mentors I have written a series of 11 articles for the 
Nursing Standard in relation to mentoring and supporting students in clinical practice. 
A list of the published series can be found in Appendix 8. Therefore, throughout my 
clinical and nursing academic career, I have been deeply involved in all aspects of 
pre-registration nurse education which thus led me to designing, writing, developing 
and implementing the innovative model of nurse education: BSc (Hons) Nursing 
(Adult) and referred to from here as the ‘The Bolton Model’. 
 
The thesis presented consists of my critical analysis, evaluation and justification of the 
professional practice that I established during the creation of ‘The Bolton Model’ an 
innovative nurse education programme.  The chapters within the critical commentary 
will include: 
1. Introduction and background to self and the Professional Practice 
undertaken. 
2. The historical background to nurse education including the policy drivers, 
along with a critical analysis and review of nurse education. 
3. A model of nurse education – ‘The Bolton Model’. An innovative model of 
nurse education which will include a critical commentary on the why and how, 
along with a critical analysis and justification of the methodologies, theories and 
tools used to design, develop and implement the programme. 
 4. A critical personal reflection. 
 Finally: recommendations for the future. 
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Introduction and background to the Professional Practice undertaken 
The area of professional practice this thesis will present, is in relation to an innovative 
non-commissioned BSc (Hons) Nursing (Adult) Programme, ‘The Bolton Model’ in 
collaboration with local NHS Trusts. This is the first nurse education programme that 
is not funded by Health Education England (HEE) in the country and has been 
approved and validated by the NMC and the UoB. I commenced this project during 
2013 and ‘The Bolton Model’ was approved in September / October 2014 following 
which I began implementation of the model from February 2015. Since then, in 
December 2015, the Government Spending Review took place and it was announced 
that the Bursary funding for nurse education was to be removed from August 2017. 
Thus, I had created, designed, developed and implemented this innovative model of 
nurse education more than a year ahead of the Government announcement.   
 
It was recognised nationally that there was (and still is) a shortage of nurses 
(Department of Health, 1999a; Wanlass, 2002; DH, 2004a; DH, 2006a; Willis, 2012; 
Willis, 2015) and that there was a need to seek new ways in which NHS Partner Trusts 
could ensure the future supply of nurses to care for their service users.  This is coupled 
with the demands and needs of the local population, whose needs continue to change, 
alongside NHS Trusts needing to ensure that they are able to care for service users 
by having a suitably qualified and trained workforce in place.  I developed, led and 
worked collaboratively with Trusts to design, develop and implement the innovative 
model of nurse education to ensure the provision of additional student nurses in 
training to supplement those places already commissioned by Health Education 
England.  
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During the initial planning and implementation stages it was agreed that 50 to 60 
students per year (via two intakes of 25 to 30 per intake) would be recruited with the 
first partner NHS Trust. Since the launch of the programme and the huge interest from 
other local NHS Trusts, the programme has been through a NMC major modification 
which entailed the approval of two additional partner NHS Trusts. One of these Trust 
partners agreed to a similar intake of 25 to 30 students twice a year and the other 
Trust partner agreed to 25 students annually, therefore, taking the overall numbers 
per year to 145 per year. However, in keeping with the ethos of the model in relation 
to small cohort sizes, each intake per partner Trust is taught in discrete groups, thus, 
the group size is never more than 30. Although numbers are small in comparison to 
other Higher Education Institutes (HEIs), any additional contribution to the nursing 
workforce to fill the gap is good. 
 
The future health service will be constantly challenged, requiring a workforce built 
around the actual needs of the population (Willis, 2015).The ability of the NHS to 
deliver world class compassionate care is dependent on the quality of training and 
education of the healthcare workforce (DH, 2015a). As such nurse education is not 
static. The number of policy documents over the last two decades gives an indication 
that nurse education has received a significant amount of political attention (DH, 
1999a; United Kingdom Central Council (UKCC), 1999; DH, 2001; NMC, 2004; EU 
Directive, 2005; NMC, 2006; DH, 2006a; NMC, 2008a; NMC, 2008b; DH, 2010a; NMC, 
2010; Willis, 2012; Willis, 2015). However, the potential negative impact this can have 
on learners, clinicians and service users from the frequent and wide ranging changes 
should not be underestimated.  
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Many of the service improvements required of the NHS rely upon a well trained 
workforce with sufficient numbers to be able to deliver high quality care that is safe 
and effective. Hence, high quality nurse education curricula must reflect the needs and 
demands of healthcare delivery systems and service users (Ali and Watson, 2011). 
The main noticeable changes within nurse education over the past two decades have 
been the movement out of hospital based schools of nursing to university based 
education and an ‘All-Graduate’ profession.  
 
This first major change in the last 30 years started with the Project 2000 curriculum 
(UKCC, 1987), followed by a further change of curriculum named the ‘Making a 
Difference’ (MAD) curriculum (NMC, 2004). The next change was in 2004 when the 
NMC published the NMC’s Standards of Proficiency for Pre-registration Nursing 
Education, and the most current nursing curriculum to date, is the ‘All-Graduate’ 
degree curriculum (NMC, 2010). However, despite attempts to restructure and refocus 
nurse education, criticisms remain (Glen, 2000; Willis, 2015). These will be critically 
discussed in more depth in Chapter 2. 
 
Over the last few years there have been a number of critiques in relation to the 
provision of healthcare (Healthcare Commission (HCC), 2007; DH, 2012; Francis, 
2013: Keogh, 2013; Berwick, 2013; Bubb 2014). The United Kingdom (UK) Health 
Ombudsman’s office produced a report detailing real life cases whereby a number of 
older people had received sub-standard hospital care (Ombudsman, 2011). This was 
published at a time when public confidence in the health care service, health care 
professions and nursing in particular, was at an all-time low. There had been earlier 
reports of poor patient care at Maidstone and Tunbridge Wells NHS Trust (HCC, 
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2007). Moreover, some events have exposed some of the most vulnerable people in 
society to poor care. These have been demonstrated within the Winterbourne View 
Inquiry (DH, 2012) and the Francis Report (2013) following the Mid Staffordshire 
Foundation NHS Trust Inquiry. In addition to this, the NHS is faced with an ageing 
workforce, increased competition for nursing expertise along with financial difficulties. 
These have the potential to affect the commissioning of nurse education, due to the 
limited places and available funding from Health Education England. These issues will 
have an effect on the nursing workforce and in the future it may fall into difficulty 
(Longley et al, 2007).  Longley et al (2007) go on to report that there is concern 
throughout the UK over the future recruitment and retention of nurses with applications 
for nursing courses increasing, but varying across the country and region.  
 
The NHS Five Year Forward View (HEE, 2014) emphasised the lack of resources for 
the future development for the NHS, along with the need to be efficient as well as 
effective and the only way to do this is through service reform. This however, will have 
workforce implications for nursing and most NHS providers are struggling with nursing 
vacancies (HEE, 2014; Willis, 2015). This is demonstrated through excessive use of 
agency nursing staff as well as the large numbers of nurses being recruited from 
overseas (Willis, 2015). Health Education England reviews the commissioned 
numbers annually which has resulted in increases to the nurse training commissioned 
places in the last few years. These increases will not impact on the system until 2017. 
However, this increase, along with other workforce strategies such as, ‘Return to 
Practice’ and international recruitment is unlikely to lead to a full solution to the supply 
and demand of workforce needs.  
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The discussion above has provided a brief initial overview of the current challenges 
within nursing, along with the major issues in relation to a shortage of the nursing 
workforce coupled with the lack of confidence in nurse education. The following 
chapter will provide a more in-depth critical analysis and evaluation of nurse education 
over the last three decades.  
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Chapter 2 
 
Critical analysis and review of nurse education: History of policy 
and curriculum changes. 
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Critical analysis and review of nurse education: History of policy 
and curriculum changes. 
 
 “The most powerful influences on the future of nurse 
education will be what happens to nursing, and the most 
powerful influences on nursing will be what happens to 
healthcare” (Longley et al, 2007, p. 7). 
 
Introduction  
The following chapter provides a timeline of the key changes within Pre-registration 
nurse education over the past three decades that have been influenced by the most 
pertinent relevant political documents. The most significant of them will be critically 
discussed in this chapter.  The health care agenda is rapidly transforming and thus 
nursing is changing almost as quickly as the context in which it is practised (DH, 
2006a; DH, 2007; DH, 2008; DH, 2010b: DH, 2010c: HEE, 2014). Moreover, an 
improvement in health, together with an associated ageing population means nurse 
education within the United Kingdom (UK) has undergone numerous significant 
revisions.  
 
Successive governments have consistently taken an interest in the education and 
training of the NHS workforce (Pollard et al, 2006). There have been a plethora of 
health and health education policy documents (UKCC, 1987; DH, 1999b; UKCC, 
1999; DH, 2001; NMC, 2004; EU Directive, 2005; NMC, 2006; DH, 2006a; NMC, 
2008b; DH, 2008; DH, 2010a; NMC, 2010; HEE, 2014). A brief summary of all the 
main policy documents can be found in Table 1 - Appendix 9. This demonstrates the 
significant number of changes and revisions to the structure and development of 
nurse education in the UK over the last 29 years.  
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The NMC (2004; 2010) identified in the Standards for Pre-registration / Standards of 
Proficiency for Pre-registration nursing that in order for students to enter the ‘NMC 
Register’ on successful completion of their courses they must be assessed as 
‘competent autonomous practitioners’. In contrast, according to Darbyshire and 
Fleming (2008) they assert that over the past 29 years nurse education has suffered 
from an hierarchical and asymmetrical approach to learning which does not support 
or foster autonomous student learning.  
 
Since 1989, according to Glen (2009), there has been a constant discourse that pre-
registration nurses are emerging from nurse education programmes without essential 
skills (While et al, 1995; Luker et al, 1996; Runciman et al, 2002). Since the 1980s, 
four models of nurse education can be identified:  
 The apprenticeship model or what is also known as the ‘traditional style of 
nurse training’, 
 The supernumerary / the ‘Project 2000’ model (post 1989), 
 The partnership model or the ‘Making a Difference’ model or the ‘Fitness to 
Practice’ model (post 2000)  and finally,  
 The current ‘All-Graduate’ model (post 2010).  
The NMC’s decision to have a provision of an ‘All-Graduate’ preparation programme 
(NMC, 2010) from September 2013 had emerged from previous revisions to the pre-
registration nursing curriculum.  
 
Brief History of Nursing Pre Apprentice Style. 
Caring, the main business of nursing, has been with us for millennia. Christianity made 
caring for the sick a work of charity (Bingham and McEwen, 2008). Often nursing 
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duties were undertaken by religious women and their services sometimes were 
extended into people’s homes. At the time, no real training existed but clinical 
experience taught nurses valuable skills. The most significant figure in the history of 
professional nursing is Florence Nightingale. She helped to shape the nature of the 
profession following her illustrious career as a nurse during the Crimean War. There 
were no hospital training schools until 1846, when the first school opened in Germany. 
It was here where Florence Nightingale herself received training and she was then 
able to set up the ‘Nightingale Training School at St Thomas’ Hospital London, using 
donations provided by the general public. This formed the platform for professional 
nurse education in the UK and many other countries. Florence Nightingale was 
regarded as the founder of nurse education (Goodrick and Reay, 2010).  
 
During the First World War many unmarried women devoted their time to nursing. 
This provided the final impetus to the establishment of nursing regulation, partly 
because of the specific contribution made by nurses to the war effort and also as a 
reflection of the increased contribution of women generally in society. In 1919 after 
six failed attempts, the Nurses Registration Act was passed, therefore, allowing formal 
nurse registration. The University of Edinburgh in 1950 was the first to run a course 
for nurse teachers in the UK. In 1972 the University of Wales started the first nursing 
degree and this was followed two years later by the University of Manchester, the 
University of Leeds and the University of Newcastle. The Nurses, Midwives and 
Health Visitors Act (1979) was launched and this represented the beginning of the 
modern nurse education system in Britain. 
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Apprentice style – (pre 1989) 
Until 1989 registered nurse education was based on an apprenticeship model of 
training (Royal College of Nursing (RCN), 2007) and took place traditionally in 
hospitals which had Schools of Nursing. The requirements for nurse training at this 
time were overseen by the General Nursing Council. The apprentice model, or what 
is more commonly termed in the UK as, the ‘traditional style’ of nurse training was 
very much based around nurses learning their trade ’on the job’ (Longley et al, 2007) 
and learning the craft of nursing under the guidance of a skilled supervisor 
(Macalister-Smith, 2013). The emphasis of teaching was based around the ‘medical 
model’1, despite the 1977 syllabus stating, nursing should be viewed in terms of the 
nursing process (Ousey, 2011). The gaining of knowledge was important but 
secondary to the understanding of ‘why’ not being a necessity, as long as, they could 
‘do’ (Macalister-Smith, 2013).  
 
Most nursing students undertook Universal State Final Examinations for the part of 
the register2 for which they were working towards. These exams were undertaken by 
all nurses at the end of their programme on the same day. This model of training relied 
upon experience gained in the practice setting as a means of acquiring knowledge 
and skills. Students learned quickly and became more confident from observing role 
models and practising skills on-site rather than in the classroom (Glen, 2009). 
According to Glen (2000) the traditional pattern of nurse education relied heavily on 
teaching factual information and did not foster independent learning, critical reasoning 
                                                                        
1 The traditional approach to the diagnosis and treatment of illness as practiced by physicians in the Western world. The 
physician focuses on the defect, or dysfunction, within the patient, using a problem-solving approach. The medical model is 
focused on the physical and biologic aspects of specific diseases and conditions. 
2 On completion of an NMC approved Pre-registration programme successful students can Register their relevant 
qualification with the NMC. The NMC keeps a ‘Live Register’ of current qualified nurses and midwives who are ‘fit for 
practice’. The key purpose of the register is to protect the public. 
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or problem solving skills. Furthermore, it relied heavily on the assumption that all 
practice areas are staffed by highly competent and motivated staff to pass on their 
skills to a student nurse. Additionally, there was little or no research activity conducted 
by nurses or nurse academics and equally important, no professional development 
(UKCC, 1987).  
 
The Briggs Committee was established in 1970 due to pressure from the RCN to 
consider issues around the quality and nature of nurse training and the place of 
nursing within the NHS. The Briggs Report (DH, 1972) recommended the first major 
radical overhaul of nurse education with a movement from ‘training’ to ‘professional’ 
education, suggesting degree preparation should increase recruitment of people with 
innovative flair and leadership qualities, along with nursing becoming a research 
based profession. This report questioned and criticised the preparation of nurses (at 
that time) to enable them to meet the needs of a changing healthcare service (Glen, 
2000).   
 
The Briggs Report (DH, 1972) had identified that nurses in employment lacked the 
skills necessary to keep pace with the technical and medical advances within a 
continually evolving modern health care system. This report proposed major changes 
to nurse education and the nursing statutory bodies, resulting in the establishment of 
the United Kingdom Central Council for Nursing, Midwifery and Health Visiting 
(UKCC). National Boards were set up in each country (for example, the English 
National Board) to monitor the quality of nursing and midwifery education courses and 
to maintain the training records of students on these courses. 
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Nevertheless, the apprenticeship model of training enabled the student to acquire 
considerable experience and thus be perceived as skilled and experienced.  
Accordingly, Mannix et al (2000) have raised the question as to whether this model 
was abandoned too hastily. Conversely, McKenna et al (2006) assert that many have 
conveniently forgotten that nurses at this time were regarded as handmaidens, 
subservient, dependent, and unthinkingly carrying out routine practices that had been 
passed down without questioning. Moreover, Lathlean (1987) and Gerrish (1990) felt 
that the curricula in this model failed to provide the necessary knowledge and 
understanding of clinical skills for their roles once qualified.  
 
Supernumerary Model / Project 2000 (Post 1990s) – Move to Higher Education 
Institutes (HEIs). 
The Project 2000 curriculum was implemented during the early 1990s and radically 
changed pre-registration nurse education in the UK (Farrand et al, 2006). It moved 
from the ‘apprenticeship style’ training of to an ‘education led’ approach proposing the 
development of a ‘knowledgeable doer’ (UKCC, 1987). It was named Project 2000 
because by the year 2000 all nurses entering the register would have completed this 
type of preparation (Roxburgh et al, 2008). There was a rapid regrouping of hospital 
based ‘Schools of Nursing’ into ‘Colleges of Nursing’ and eventually into Higher 
Education Institutes (HEIs) (Watson et al, 2002). It was the first diploma for pre-
registration nurse education and it located nurse education firmly in Higher Education.  
 
The move of pre-registration nursing programmes into higher education was 
necessary to improve the quality of education and to enable the recognition of nursing 
as an academic discipline (Glen, 2009). It enabled the profile of the profession to be 
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raised along with its status (Gillespie and McFerridge, 2006).  However, according to 
Willis (2012) the move to HEIs was not easy as the profession did not have a strong 
tradition of scholarship and research. In addition, Willis (2012) purports that some 
universities had doubts about hosting a practice discipline for fear it would dilute 
academic esteem.  
 
The drive to give nursing ‘academic currency’ in order to push forwards towards 
professionalisation was seen politically as a positive move (Meerabeau, 2004). 
Likewise, Watson (2006) stated that by educating rather than training nurses, this 
would lead to them becoming accountable for their practice, which is the hall mark of 
a profession.  The move to diploma level nurse education was believed to increase 
both the depth and breadth of the curriculum and also emphasised the need for nurse 
tutors to raise their own level of academic education (Kirk et al, 1997). This was also 
supported by Watson (2006) who asserted that nurse education should be taught by 
research active staff, who are at the leading edge of their subject.  This curriculum 
brought about the four differing specialisms or branches of nursing (Adult, Child, 
Mental Health and Learning Disabilities3).   
 
Project 2000 was implemented to meet the needs of a changing society by preparing 
nurses to meet healthcare needs in the 1990s and beyond (UKCC, 1999). Its aim was 
to introduce a more critical approach to nursing, increased emphasis on health 
promotion, focusing on the ‘wellness model’ (Watkins, 2000) to produce 
                                                                        
3 In the UK students qualify in a specific field (Branch) of nursing practice and may apply to enter the NMC 
register as a nurse in one or more of four fields: adult, mental health, learning disabilities and children’s nursing 
The pre-registration nursing standards (2010) includes the generic competencies that all nurses must achieve 
The competency framework sets out the standards for competence and the related competencies that every 
nursing student must acquire before applying to be registered at first level on the nurses’ part of the register. 
There are separate sets of competency requirements for each of the four fields of adult nursing, mental health 
nursing, learning disabilities nursing or children’s nursing. 
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knowledgeable, reflective, critical research-based practitioners who are able to 
function in a rapidly changing environment (Farrand et al, 2006). It aimed to provide 
a more rounded view of patient care, which included community nursing being run in 
parallel (Hart, 2004). In addition, Project 2000 was to enable more collaborative links 
with HEIs and service providers. 
 
The English National Board (ENB) proposed a common core initial training of eighteen 
months known as the ‘Common Foundation’ programme. It aimed to give all nurses a 
common introduction to the basic sciences as well as nursing care and skills. This 
was then followed by a further eighteen month branch programme which equipped 
them to undertake the specialist branch of study. The ‘Common Foundation’ part of 
the programme spent more time on theoretical subjects and was intended to be 
equally applicable to all branches of nursing. However, according to Parker and 
Carlisle (1996), it appeared to be more focussed towards the adult branch.  
 
Project 2000 attracted motivated university students with good ‘A’ levels (McKenna et 
al, 2006). Conversely, Davies et al (2000) stated that Project 2000 did not attract more 
academically qualified nurses nor did it lead to more rapid career progression. Project 
2000 was to be a mechanism by which standards of care could be raised and 
McKenna et al (2006) believed that without the Project 2000 reform, recruitment to 
nursing would be much more difficult than today and the standards of care would be 
lower overall.   
 
The recommendations following the RCN’s commission on nurse education in 1985 
and those of the ENB (RCN, 2007), nursing students were no longer part of the 
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workforce and were to be regarded as supernumerary within the clinical setting. The 
main reason behind this review of nurse education was due to concerns over the large 
numbers of students requiring supervision in placements and the attrition rate of 15 
to 20%, with a further 30% failing to meet the qualification criteria. However, figures 
from the Project 2000, MAD curriculum and ‘All-Graduate’ curriculum have shown little 
difference in attrition rates (DH, 2006b). The importance of supernumerary status was 
to enable students to focus on learning at every opportunity. This meant that rather 
than being supplemental to care delivery as ‘working learners’, their time in clinical 
practice would be better spent as surplus to the requirements of service demand. 
Therefore, this led to better supervision and the students were able to undertake 
activities which were more directly related to course learning outcomes (Macleod 
Clarke et al, 1997).  
 
At the same time the introduction of experiences in a wide variety of settings and 
shorter placements were embedded into courses. However, this meant there was less 
time spent in the hospital setting developing those essential fundamental nursing skills 
(Studdy et al, 1994). There was also a greater emphasis on self-directed learning for 
both attaining the knowledge and practical skills required in the hope it would lead to 
expert clinical practitioners with a deeper background understanding of clinical 
situations (Rolfe, 1993). 
 
A consequence of the above changes was the perceived lack of skills and confidence 
of the newly qualified diploma nurse (Glen, 2003), from the newly qualified nurses 
themselves but also from employers and managers (O’Connor et al, 2001). Managers 
expected new staff to be competent in practice (Luker et al, 1996) but the impressions 
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of their clinical competence fell well below expectations which caused a great deal of 
anxiety (Carlisle et al, 1999).  Conversely, studies showed that after a period of time, 
between three to six months post qualifying, the skills deficits disappeared (Kelly, 
1996). However, many preceptorship programmes for newly qualified staff had begun 
and these helped to reduce these deficits. 
 
The deliberation on the theory-practice divide was re-ignited with further debates on 
nurses as ‘knowledgeable doers’ (Carlisle et al, 1999; McCallum, 2007).  In support 
of this Hislop et al (1996) commented that many believed that this model had more 
theory and too little practice. Likewise, While et al (1995) examined the 
implementation of Project 2000 and identified that the increased emphasis upon the 
academic components of the curricula led to shortfalls concerning the clinical skills of 
the newly qualified nurse. Similarly, Gerrish (2000) also found that newly qualified 
nurses felt they were ‘fumbling alone’ and thus felt inadequately prepared for their role 
which was similar to her findings in an earlier study (Gerrish, 1990). Subsequently, it 
was also identified that the shortfalls in the development and practice of clinical skills 
led to anxieties amongst student nurses (While el al, 1995; Luker et al, 1996; 
Runciman et al, 2002) with many students reporting that there was too little emphasis 
on the acquisition of practical skills (Elkan and Robinson, 1993).  
 
In addition, newly qualified nurses felt they lacked confidence and experience in order 
to make decisions and implement care effectively (Charnley, 1999; Last and Fulbrook, 
2003). Furthermore, in 1999 the UKCC Commission for Nursing and Midwifery 
Education report ‘Fitness for Practice’ was published demonstrating that the legacy of 
Project 2000 was an acceptance generally that this particular nursing programme had 
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left newly qualified nurses deficient in their practical skills. Farley and Hendry (1997) 
suggested that there was little empirical evidence to support these claims. 
Nevertheless, the ‘Fitness to Practice’ report recommended that nurse education 
needed to integrate the teaching of theory and practice more effectively and to place 
greater emphasis on clinical skills. 
 
Fitness for Practice Report 
There is an expectation by health care employers, the public and the government that 
newly qualified nurses are able to demonstrate fitness for practice, fitness for purpose 
and fitness for their awards (Flannagan et al, 2000). This is coupled with the greater 
demands upon nurses and midwives for technical and scientific rationality and 
expectations that nurses and midwives will provide holistic care. Sir Leonard Peach 
was asked by the UKCC to Chair the Commission for Education in April 1998. From 
this review of nurse education the ‘Fitness for Practice’ Report was published in 1999, 
which confirmed concerns regarding student nurses graduating from the diploma 
programmes, who did not possess the necessary skills for practice expected by future 
employers or the public (UKCC, 1999).   
 
In the main, prospective employers were primarily concerned about the fitness for 
purpose to function competently in clinical practice at the point of registration. 
However, no other healthcare profession is expected to ‘hit the ground running’ in the 
way that is expected of newly qualified nurses (Buchanan, 2013).  Additionally, the 
speed of change in the context and content of health care makes it difficult to define 
fitness for purpose (UKCC, 1999). The report concluded that the original Project 2000 
curriculum had been weakened by concurrent widespread changes. The main 
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recommendations included increasing flexibility, achieving fitness for practice and 
working in partnership. There was a perceived imbalance of the common foundation 
programme (which was eighteen months in length), a perceived imbalance of theory 
and practice, variable nature of practice placements and variable support for student 
learning in practice.  
 
As a consequence of these findings the DH (1999a) proposed a new pre- registration 
curriculum as part of its nursing strategy known as ‘Making a Difference’. This strategy 
launched proposals for an innovative model of nurse education based upon 
‘outcomes based’ competency principles, with a stronger role for the NHS in the 
management of pre-registration nurse education.  The emphasis was on the output, 
on the achievement of learning outcomes, workplace application and the provision of 
evidence to validate competence (Wolff, 1996). However, doubts were raised as to 
whether competency standards were appropriate for professional nursing practice as 
they have the potential to be reductionist and focussed on outcome orientated 
technical procedures (Redfer et al, 2002). The strategy emphasised that the 
assessment of performance in a practice context was essential with students 
developing evidenced based portfolios, along with self-assessment, due to this being 
an important feature of outcomes based education (UKCC, 1999).  
 
There was an ambition to develop a system of nurse education that is responsive to 
the needs of the NHS. In addition, it was also suggested that there needed to be an 
increase in the level of practical skills in the training programme. Placements needed 
to be of higher quality with enhanced learner support from lecturers to enable students 
to gain better practice skills. Moreover, widening access to nurse education 
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particularly for under-represented groups and to create more flexible carer pathways 
into and within nursing and midwifery was seen as essential.   
 
A further key policy document that influenced a change in nurse education was the 
NHS Plan (DH, 2000a). This was published with the aim of modernising the NHS, 
ensuring high quality patient-centred care and thus modernising the workforce. 
Another influential document, ‘Placement in Focus: guidance for education in practice 
for health care professions’, was published in 2001 by the Department of Health. This 
document was an integral part of the Government’s modernisation agenda and NHS 
Plan (DH, 2000a) which provided practical and contemporary guidance for education 
in clinical practice placements in order to enhance the quality of practice placements. 
From these major documents the Partnership Model of pre-registration nurse 
education known as the ‘Making a Difference Curriculum (MAD) was published by the 
NMC in 2004. In 2002 the UKCC ceased to exist and its functions were taken over by 
the Nursing and Midwifery Council (NMC). At the same time the National Boards were 
abolished and this quality assurance role was taken over by the NMC (Eaton, 2012).  
 
Partnership Model (post 2000) – Making a Difference (MAD) Curriculum  
As demonstrated above, by the end of the 1990s and post 2000 there were numerous 
key government and professional body reforms, policies and reports that influenced 
the changes to nurse education. These government reforms were to enable the NHS 
to deliver a high quality and comprehensive service across health and social care 
(DH, 1999a; DH, 1999b; DH, 2000a; DH, 2000b; DH, 2001; DH, 2003a; DH, 2003b; 
DH, 2004a; DH, 2004b; DH, 2005; DH, 2006a). In 2004 the NMC published the 
‘Standards of Proficiency for Pre-Registration Nursing Education’ – this was known 
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as the Partnership Model of nurse education and known nationally as the MAD 
curriculum (Farrand et al 2006). This model of education was delivered at diploma 
and degree level, with the number of students on the diploma programme being in the 
majority.  
 
This outcome based curriculum was student-centred and valued both learning in the 
workplace and in the academic setting (Farrand et al, 2006). It included a reduced 
theory component following the ‘Fitness to Practice’ Report (UKCC, 1999), to ensure 
students gained greater clinical exposure and experience, along with the clinical 
experience occurring earlier in the programme. The common foundation programme 
was reduced from eighteen months to twelve months in length.  The course contained 
50% theory and 50% practice with accreditation for both components defined. With 
this introduction, Carr (2007) identified that many felt this 50% split between theory 
and practice was both useful and worked well. In addition, part of the debate for more 
clinical experience to be embedded was as a result of the focus on nurse education 
in the UK, adhering to the European Union Legislation of a minimum 2,300 hours of 
clinical placement. This represents at least half of the total course learning (EU, 2005) 
of which the current pre-registration standards must comply (NMC, 2010).  
 
The curriculum placed more emphasis on the evaluation of performance in practice 
and evidenced based portfolios of learning (Scholes et al, 2004). There was greater 
involvement by clinical staff in the development of practical skills in order to improve 
confidence in clinical practice (Howard, 2001) along with a consolidation period of a 
minimum of three months intensive supervised practice at the end of the three year 
programme (DH, 1999a; UKCC, 1999).  It was hoped that this increased focus upon 
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the development and practice of clinical skills would improve self-confidence of 
nursing students in this area. Consequently, a quantitative study by Farrand et al 
(2006) during the time when Project 2000 was being phased out and the MAD 
curriculum being introduced did initially demonstrate that those on the MAD curriculum 
rated themselves as more confident in their abilities. However, on the basis of this 
study alone it was too premature to conclude that those on the MAD curriculum were 
more self-confident to those on Project 2000. Similarly, this lack of confidence in their 
abilities according to Roberts (2009) is often misapprehended as lack of competence, 
which is not always the case. Later studies have also highlighted that confidence is 
an important aspect of learning to become a nurse (Calman, 2006; Spouse, 2003). 
 
The establishment of the Essential Skills Clusters (NMC, 2007) was launched to 
complement the existing proficiencies for entry to the NMC register. Alongside this 
was the development of the ‘Standards to Support Learning and Assessment in 
Practice (SLAiP) (NMC, 2006; 2008a) followed by a revised version in 2008. The NMC 
(2008a) SLAiP stipulated that students on an NMC approved pre-registration nurse 
education programme, leading to registration on the nurses’ part of the register, must 
be supported and assessed by mentors. A ‘sign-off’ mentor, who has met additional 
criteria, must make the final assessment of practice and confirm that the required 
proficiencies for entry to the register have been achieved  
 
Unfortunately, during this period there were a number of articles and letters that 
expressed concerns regarding recently qualified nurse’s abilities. There were many 
concerning quotes such as, ‘Too posh to wash’ (Hall, 2004: Fletcher, 2009; Chapman 
and Martin, 2013) and ‘not fit for practice’ (UKCC, 1999) with policy makers and 
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managers feeling that the move of nurse education to HEIs was a mistake (McKenna 
et al, 2006). Similarly, Higgins et al (2010) expressed concerns that developments in 
nurse education have supported a broader and deeper knowledge base for practice. 
However, there are variations in practical skills attained at the point of qualification. A 
study by Greenwood (2000) indicated the main areas that employers felt nursing 
students lacked ability in included:  numeracy, time management, clinical skills, critical 
thinking and the ability to liaise appropriately with colleagues. Similarly, Ryan (2008) 
suggested that the role of modern nurse education was for nursing students to attain 
critical, analytical, problem solving, decision making and reflective skills which are 
essential to the art and science of nursing. However, these types of skills are complex 
and prove difficult to demonstrate and articulate in clinical practice.  
 
In contrast, studies by Lauder et al (2008) and Roxburgh et al (2008) evaluated the 
‘Fitness to Practice’ curriculum in Scotland and the predominant opinion amongst 
HEIs, NHS academics, clinical practitioners, managers, students and carers / service 
users, perceived that newly qualified nurses were fit for practice at the point of 
registration. This is a fundamental shift from findings of earlier studies (Willis, 2012).  
Previous concerns focussed on the perceived lack of clinical skills at the point of 
registration, not on competence to practice in general, therefore, the MAD curriculum 
has made some difference in improving clinical skills.  
 
Over this period of time and to date, there is an increasing recognition of the sharing 
of responsibilities for the students’ practice learning between HEIs and their NHS 
Partners. During 2000 to 2005 HEIs worked successfully with NHS partners in order 
to expand provision of education to meet the requirements published in the NHS Plan 
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(DH, 2000a). This involved increasing student numbers to meet workforce needs, 
expansion of practice placements and provision of opportunities for inter-professional 
learning that linked to patient-centred care. However, these partnerships were tested 
by the impact of sudden financial constraints within the NHS occurring at a time when 
there was restructuring of the NHS Strategic Health Authorities. 
 
During this same period 2000-2005 there had been many debates and policy 
documents concerned with recruitment and retention strategies, nurse education and 
moving nursing to an ‘All-Graduate’ profession with the aim of providing diversity in 
the workforce (Longley et al, 2007). In 2006, the Government published the blueprint 
for registered nurses which was one of the most radical and important initiatives for 
nursing (Taylor et al, 2010) named ‘Modernising Nursing Careers’ (DH, 2006a).  
 
The delivery of an effective healthcare workforce is dependent on a radical rethink of 
education (Westwood et al, 2008). The priorities and vision for nursing published 
within this document included: a competent and flexible workforce, updated career 
pathways, preparation for nurses to lead a changed healthcare system and 
modernising the image of nursing and midwifery careers. This advocated a more 
flexible approach to recruitment onto nursing programmes and to widen the entry 
gates.  
 
According to Longley et al (2007) nurses need to possess the ability to critically 
evaluate the evidence base and thus asserted that nurse education needed to be 
comparable to other healthcare professionals at Bachelor Degree level at the point of 
registration. Subsequently, this led to tensions between policies to widen access to 
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nurse education and the possibility of introducing a degree level programme, which, 
therefore, may present difficulties for some applicants. In support of this, McKenna et 
al (2006) stressed that people require and deserve to be cared for by intelligent, caring 
and skilled nurses whom have been educated where the best knowledge, skills and 
understanding is produced, challenged, tested and applied. Thus, nurses need to be 
educated within the HEI and attain a University qualification. They go on to stress that 
there is no evidence that degree qualified nurses are less caring. Similarly, Watson et 
al (2002) also support this but most importantly they found that graduate nurses 
remain in nursing longer, as well as in clinical practice and have superior decision 
making skills.  
 
‘All-Graduate’ Curriculum 
Cummings and Bennett (2012) assert that the nursing profession is always evolving, 
treatments and techniques develop; therefore, nurses need to build on their 
knowledge and skills. They went on to express that the role of the nurse 20 years ago 
has changed as nurses now administer treatment that is far more complex and thus 
have a greater professional responsibility and autonomy. There has been a move 
away from following a procedure book, to nurses applying more independent thinking 
and therefore, it was essential that nurse education also needed to evolve in order to 
support this.  
 
In June 2008 Lord Darzi’s Report, ‘High Quality Care for All’ (DH, 2008) was 
published. The report recommended that pre-registration nurse education should be 
set at degree level. Similarly, within a national review of the future for UK Nursing and 
Midwifery professionals, ‘The Front Line’ (DH, 2010a), the most significant 
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recommendation was for nursing to become an ‘All-Graduate’ profession’ by 2013. 
The Commission was established in March 2009 to explore how the nursing and 
midwifery professions could take a central role in the design and delivery of 21st 
century services in England. It built on Lord Darzi’s 2008 Report of the NHS ‘High 
Quality Care for All’, and considered all branches of nursing as well as midwifery, in 
all settings, services and sectors within and outside the NHS. The ‘Front-Line’ Review 
discovered that negative perceptions of nursing were still held, in regards to nurses 
being poorly educated, and seen as lower down the hierarchy of health care 
professions (Fletcher, 2013). They were seen as handmaidens to doctors who might 
be kind hearted and hardworking but had limited knowledge or skills to make 
decisions or influence outcomes (DH, 2010a). Thus, confirming even further the need 
to raise the profile and recommend an ‘All-Graduate’ profession and academic 
recognition.  
 
Following these reviews and after extensive consultation the NMC in 2010 introduced 
the current standards for pre-registration of nurse education. All HEIs, whom provided 
pre-registration nursing programmes across the UK were required to design, develop, 
seek approval and implement these standards by 2013. The move to an ‘All-Graduate’ 
profession by 2015 brings it in line across the UK and many countries throughout the 
world. The aim of these standards is to create nurses who are able to meet the 
complex and challenging healthcare needs of the future. They emphasise that nurses 
should practice more independently, think more analytically, be able to justify their 
actions with evidence and be better able to lead others than diploma educated nurses 
(Callanan, 2011). The Project 2000 and ‘MAD’ curriculum also aimed to ensure nurses 
were ‘knowledgeable doers’ but the difference with the ‘All-Graduate’ curriculum 
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emphasised the need to develop those deeper analytical skills to use evidence to 
support their practice as well as more leadership abilities.  
 
Additionally, Taylor et al (2010) asserted that to educate nurses to degree level is not 
an end in itself, rather it is a preparation for a career in which active learning will 
always be essential. However, findings from the NMC (2008b) Alpha Research Report 
demonstrated that Key Stakeholder organisations expressed the view that safe and 
effective clinical competence is more important than academic achievement and that 
nurses do not need to be academic to be a good nurse and to be able to understand 
complex needs. In addition, they felt that the diploma is valuable as it can be more 
vocational and place more emphasis on practice skills (NMC, 2008b). Moreover, the 
diploma course would retain emphasis on ‘caring’ rather than on academic skills.   
 
Furthermore, unions in England, along with patients, did raise concerns regarding the 
closing of diploma courses. They felt potentially it could exclude willing recruits from 
varied backgrounds and may worsen existing nursing shortages (Spooner, 2010).  In 
contrast, applications for nursing degree programmes in 2012 were up by 25% whilst 
the applications for the diploma programmes decreased (Willis, 2012). That said the 
NMC have clearly stated nurse education programmes must still remain accessible to 
those who may not have the traditional academic qualifications or who come to 
nursing later in their working lives (NMC, 2010).  
 
Another concern regarding the move to an ‘All-Graduate’ model related to the 
availability of funding for nursing degree students in England. Degree nursing 
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students have less access to financial aid as it is means-tested, where as those on 
diploma programmes were eligible for annual grants of £7000 (Spooner, 2010).  
 
It is worth noting that England was the last country in the UK to fully embrace the 
concept of an ‘All-Graduate’ profession. The other three countries had already moved 
to ‘All-Graduate’ profession before the launch of the current 2010 Pre-registration 
Standards. Wales began the transition in 2004 with an option to step-off at diploma 
level. Scotland at the same time had already made a commitment to move to an ‘All-
Graduate’ profession and Northern Ireland moved to a degree only programme in 
2012. 
 
Willis Commission (2012) 
Unfortunately during the last few years as the ‘All-Graduate’ curriculum was 
developed and implemented, numerous incidents had been reported by the press 
raising concerns over the care given to patients. However, omitted by the press are 
the good news stories of nursing staff delivering excellent care in often difficult 
situations, for example, through staff shortages, financial constraints and the need to 
meet Government targets (Eaton, 2012). Nevertheless, the most serious situation was 
the shocking systematic failures of hospital care in Mid-Staffordshire that left patients 
routinely neglected, humiliated and in pain (Francis, 2013). This had created a 
damning public perception for the healthcare service, more so for the nursing 
workforce. The Francis Inquiry found 400 – 1,200 more people died at the Mid-
Staffordshire Hospital NHS Foundation Trust than at any other hospital trust between 
2005 to 2008 (Francis, 2013).  Reports of poor nursing care had implied that the 
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quality of initial nurse education was at fault (Willis, 2012). Thus, the RCN called for 
an independent inquiry which was led by Lord Willis of Knaresborough.  
 
The commission was launched in 2012 and published later that year. Since then a 
further review was undertaken named the ‘Shape of Caring’ Review (Willis, 2015) 
which was published in March 2015. However, at the time of the start of the initial 
review, it is important to note that the current NMC standards for pre-registration nurse 
education had only just been introduced in 2010 and started to roll out in 2011, with 
some universities yet to implement this by 2013. Nevertheless, according to Glasper 
(2012), the reason why the RCN decided to launch the commission was due to events 
being published at the time when registrants had been criticised for poor care delivery. 
Conversely, during his review Willis (2012) found that many nurses felt the move to 
an ‘All-Graduate’ profession was a cause for celebration and none of the evidence 
revealed any major shortcomings in nurse education that could be held directly 
responsible for the poor practice or perceived decline in standards of care. In addition, 
the commission saw no evidence to support that graduate nurses are less caring or 
competent than non-graduates (Willis, 2012). Willis alluded that many of the 
shortcomings of current education programmes stem from underfunding and over-
rapid expansion of student numbers in the last decade, leading to placement capacity 
problems and shortage of suitable placements. 
 
Since the publication of the ‘Shape of Caring’ Review (Willis, 2015) HEE carried out 
a national consultation via stakeholder events from September 2015 until December 
2015 to ascertain views, ideas and the sharing of best practice, to feedback to the 
NMC. To date the NMC are reviewing the current Standards for Pre-registration 
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Nursing Education (NMC, 2010) and it is envisaged that the consultation of the new 
standards will take place in March 2017, followed by publication in 2018 and all HEIs 
implementing the new standards by 2019.   
  
Many of the criticisms regarding the perceived deficits in nursing care appear to stem 
from the introduction of a more academic educational programme with the 
commencement of the diploma level Project 2000 policy in 1986 and the move of 
nurse education from ‘Schools of Nursing’ into Higher Education (Watson and 
Thompson, 2000; Meerabeau, 2004). However, it has been emphasised that although 
there were many criticisms of the Project 2000 curriculum this model undeniably 
increased the academic status of nursing.  
 
Nursing has become ‘intensified’ with healthcare assistants carrying out procedures 
that were once the remit of a qualified nurse and nurses now undertaking roles that 
once belonged to the medical profession. In addition, modern healthcare is much 
more complex than it was two decades ago. Service users in many of the hospital 
settings are at the acute stage of their illness and as soon as they are stable they are 
discharged to community care. Therefore, nursing is no longer the common sense 
carrying out of uncomplicated tasks under the direction of others. According to 
McKenna et al (2006), it is a profession requiring highly qualified, knowledgeable 
nurses who often have to make decisions without a complete set of data and 
resources. Hence, an ‘All-Graduate’ profession is essential as otherwise the nurse of 
the 21st Century would be unprepared and overwhelmed if faced with the complexities 
of today’s healthcare setting. Thus, new reforms and policies will continue to drive the 
ever changing model of nurse education. 
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Summary 
There have been almost three decades of professional and government policies that 
have brought about the drive and change of nurse education and with it associated 
problems. Many of the service improvements required of the NHS rely upon a well 
trained workforce with sufficient numbers to be able to deliver high quality care that is 
safe and effective. Thus, high quality nurse education curricula must reflect the needs 
and demands of the healthcare delivery system and services users (Ali and Watson, 
2011). These constant changes have led to ongoing challenges for nurse education. 
There are concerns with the theory practice gap, continual pressures on practice 
placements and difficulties in ensuring appropriate learning environments for large 
numbers of students (Glen, 2000). In response to these consistent challenges, pre-
registration training has evolved from an apprentice style model to a supernumerary 
model, then to a partnership model and more recently to an ‘All-Graduate’ model of 
education. However, despite attempts to restructure and refocus nurse education, 
criticisms remain (Glen, 2000). 
 
There remains a tension for the public and nursing profession of how best to prepare 
and educate ‘knowledgeable doers’ that reflect the need for nurses to maintain a wide 
knowledge base, technical ability and skills range to provide nursing care.  This is 
coupled with the shortage of nurses and the need for new ways to train nurses so that 
they are ‘practice ready’. Therefore, I developed the innovative model of the first non-
commissioned nurse education programme in England. The following chapter will 
provide a critical discussion and justification of the professional practice undertaken to 
develop and implement this innovative model of nurse education. 
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Chapter 3 
 
An innovative model of nurse education – ‘The Bolton Model’ 
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An innovative model of nurse education – ‘The Bolton Model’.  
 
“All things are created twice; first mentally; then physically.  
The key to creativity is to begin with the end in mind, with a 
vision and a blue print of the desired result” (Covey, 1992, 
p. 99). 
 
Introduction 
Shortages of nurses within the nursing workforce are a UK wide issue and cannot be 
solved with a single solution. This shortage is coupled with health care needs which 
are constantly shifting due to changes in demography, disease patterns and lifestyles. 
In order to keep up with these changes and challenges, the health care system 
requires intelligent, well educated, highly motivated caring and compassionate nurses 
(McKenna et al, 2006). Whilst working in partnership with a NHS provider, the 
Lancashire Teaching Hospital NHS Trust (LTHTR), to ensure the constant 
development and supply of mentors, the Head of Student Learning and Support 
approached me to discuss possible solutions to increasing the numbers of the nursing 
workforce. She asked for a programme of study that would ensure that students are 
‘Practice Ready’ at the point of registration.  
 
The partner had previously consulted with HEE to increase the number of 
commissioned places, and although they had requested a slight increase in the 
numbers, this still was not enough to meet workforce needs. Therefore, additionality 
of trainee nurses was required along with the current commissioned nurse training 
places, in order to lessen the gap of the nursing workforce shortfall. My solution in 
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order to further contribute to increasing the supply of the nursing workforce was to 
develop the first self-funded (Non-Commissioned) Adult nursing programme; initially 
with the aforementioned local NHS partner with a view to working with more local NHS 
Trusts to also meet their workforce needs. This innovative model of nurse education 
(‘The Bolton Model’) was approved and has been in place since late 2014. The first 
cohort of students started in February 2015 and they will graduate in 2018. The 
following chapter will provide a critical analysis and critical justification of the journey 
taken from initial ideas, design, and development to implementation. 
 
A Research Methodological Approach to Design ‘The Bolton Model’. 
Following the growth in social constructivist and postmodern approaches to 
organisational change models (Dawson and Andriopoulos, 2014), a range of 
alternative approaches have emerged that still hold on to the organisational 
development label, but ones that adopt a more social constructionist methodology 
(Dawson and Andriopoulos, 2014). The project aim was to design and develop an 
alternative approach from the current commissioning of nurse education and thus 
through the principles of Action Research and in the main Participatory Action 
Research, the innovative model was designed.  
 
Action Research (AR) is described as cyclic and reflective (Swepson, 2003) which 
focuses on intervention rather than observation (Midgely, 2003). AR is an approach 
that focuses on actions and research simultaneously and in a participative manner 
(Coghlan and Brannick, 2004). However, according to Gray (2014) within this 
approach there are varied methodologies, each with their own priorities and modes of 
enquiry. Nevertheless, all approaches have at least three common features: research 
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participants are either researchers themselves or involved in democratic partnership 
with the research; the researcher is seen as agent of change; the data is generalised 
from the experiences of the research participants (Gray, 2014). Gray claims that 
participatory action research takes this latter feature seriously.  
 
Participatory Action Research is a form of action research that involves empowering 
participants to have control over what they want to change and how this would happen 
(Parahoo, 2014). According to Kumar (2014), Participatory Action Research assumes 
inclusion will increase the possibility of accepting the findings and the willingness and 
involvement in solving the problems. Therefore, involving all key stakeholders was 
essential. It is about people working together to achieve a collective analysis and 
alliances being formed between people and others to make changes following 
research (Gerrish and Lacey, 2010).  
 
In addition, AR involves an aspect of Appreciative Inquiry (AI) in order to engage 
people in the sharing and construction of meanings (Barrett and Fry, 2010; 
Cooperrider and Whitney, 2001). Many differing ways of doing AI have proliferated 
and according to Bushe (2011) it is inaccurate to say AI is done in any one way. The 
general outline of AI is the 4D method: 1) Discovery, 2) Dream, 3) Design, 4) Delivery, 
(Bushe, 2011).  
 
I utilised the above approaches within their smallest sense to ascertain the partners’ 
issues, needs, desires and eventual design of BSc (Hons) Nursing (Adult) programme: 
‘The Bolton Model’ of nurse education.  Kumar (2014) insists that the emphasis is on 
people’s engagement, collaboration and participation in the process. Conversely, 
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getting all those involved to be motivated enough to see the project through to its 
successful completion can be tricky (Parahoo, 2014). Nonetheless, throughout the 
development and creation of this innovative model of nurse education that I designed, 
I adopted the use of participatory action research and AI to help me fact find, explore, 
interpret, construct and deconstruct in order to design and develop the model of nurse 
education required to meet the partner needs. I, as lead developer and programme 
leader, examined the interactions, along with the relationships in the social setting and 
sought opportunities for improvement. As the designer and also as a key stakeholder, 
I worked to propose a new course of action in the design, development and delivery 
of the programme. 
 
In order to develop and implement this innovative model of nurse education, I also 
utilised Kotter’s (1996) eight step model (see figure 1 below), which is one of the 
models that can be used within organisational change management. Although many, 
rely on Lewin’s (1947) classic framework for change management, which posits three 
phases of change: unfreezing, moving, and freezing (Osland, et al, 2007). Despite the 
popularity of Lewin’s (1947) model it has been criticised for being vague regarding 
specific actions that are needed to produce change (Calegari et al, 2015). Kotter’s 
(1996) eight step model of organisational change addresses many of these criticisms. 
According to Calegari et al (2015) an advantage of this model is that it incorporates 
more specific procedural recommendations. However, no studies have examined the 
full scope of this model, but substantial literature supports the processes prescribed in 
the various stages (Appelbaum, et al, 2012). The efficacy of Kotter’s process has been 
broadly supported in the literature (Cegielski et al, 2006; Ansari and Bell, 2009). 
However, despite its popularity the criticisms are that it describes what has to be done 
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but does not show how this should be achieved (Pfeifer et al, 2005). Nevertheless, no 
single model of change management can provide a one-size fits all solution to 
organisational change (Sidorko, 2008).  Furthermore, this process has enabled me to 
design, develop and implement the innovative nurse education programme.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1 Kotter’s (1996) 8 step model 
 
Kotter’s (1996) step 1 stage – Create a sense of urgency and AI 4D method 1 - 
Initial scoping (discovery) 
 
Establishing a sense of urgency is crucial in order to gain the needed co-operation 
(Pollack and Pollack, 2014) of all parties for change to happen.  The first step of 
Kotter’s (1996) model centres on articulating a compelling rationale for the change and 
recognising the importance of speed in implementing the change (Calagari et al, 
2015). As previously mentioned the need for more qualified nurses to meet the nursing 
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workforce demand has been discussed. However, to reiterate the sense of urgency, 
in 2015 it had been reported that there was (and still is) a shortage of nurses. 
Nationally the vacancy rate was at 10% and at 7% within the North West (NHS 
Employers, 2015).  
 
Nursing courses are normally three years in length and already at the same time as 
the initial ideas for the project, 93% of the Trusts who had participated in the NHS 
Employers (2015) survey reported registered nursing shortages. Moreover, 63% of 
these stated that they had recruited from outside of the United Kingdom. Thus, many 
NHS Trusts across the United Kingdom were and still are using agency and 
internationally recruited nurses to alleviate some of this demand. This is also 
compounded by an ageing population along with the predicted ageing workforce and 
potential loss of nurses in the next few years. This demonstrated that there was a need 
for additional trainee nurses to be in the system as soon as possible. Even though this 
sense of urgency was apparent to me and the Trust’s lead contact, it clearly needed 
to be disseminated to a much wider audience both within the Trusts and also within 
the HEI.  
 
It was crucial that the key stakeholders were fully informed of the nursing shortfall 
crisis, along with the length of time it takes to train a nurse. The need to design, 
develop and implement an alternative model of nurse education to enable additionality 
to the workforce as soon as possible was critical. ‘Buy in’ from all the relevant 
stakeholders within both organisations was essential and I needed to emphasis the 
urgency with those key important stakeholders. Therefore, to ensure all required 
parties were fully supportive and committed to this development this sense of urgency 
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was communicated both at the Trusts and the HEI, at all levels including executive, 
directorate, manager and ward manager. 
 
From this, an analysis of the current issues and areas that would support or may have 
been potential barriers to the creation of this innovative model was undertaken using 
the PEST analysis tool (Morrison, 2014). This includes appraising the Political factors, 
Economic factors, Socio – Cultural factors and Technological factors (PEST) (see 
appendix 10). The PEST analysis is a framework for examining a situation and can be 
used to revise a strategy or position, or idea. It is used to assess any external factors 
in relation to the situation. In this case it helped to analyse the situation and to review 
a strategy, the position and direction of the partnership / collaborative project.  
Following this I completed a thorough critical evaluation of the literature to ascertain 
the current issues within nurse education which assisted in formulating and designing 
of the innovative programme.    
 
The first stage of the project required an analysis and scope for funding. Since the 
move to a diploma / degree nursing programme in 1990s and currently to date in 
England, all nursing degree courses are funded by HEE via commissioned places. 
Thus, I needed to explore alternative ways for students to fund the tuition fees. A 
scoping exercise took place to explore possible tuition fee funding either via the Trust 
itself or potential funding from a third party such as, the NMC or the possibility of a 
NHS research grant. Neither of these was feasible given the financial constraints on 
the NHS.  However, in the meantime it was through my experience of being the 
programme leader and admission tutors for a Top up programme that I was able to 
discuss, explore and debate with applicants via one to one interviews the issue of 
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alternative funding. These applicants had previously or just completed a self-funded 
Foundation Degree in Health and Social Care.   
 
Following the interviews I used a thematic analysis. This was an appropriate method 
of data analysis so that an exploration and description of key issues or concerns of the 
participants were revealed. This approach involves familiarisation with the data, 
developing a coding frame, categorising and coding the recurrent or common themes 
(Saks and Allsop, 2013; Green and Thorogood, 2007). It aims to report the key 
elements of the participants’ accounts. I explored with them the feasibility and 
willingness for students to be fee paying. These applicants had already self-funded 
two years of their studies and were committing themselves to a further year of fees in 
order to attain a full honours degree. It also became apparent that they were using the 
paid Foundation Degree and ‘Top Up’ programme as a way to increase their chances 
of gaining a place onto a commissioned nursing course the following year or later in 
their career. I then explored and investigated if this concept of fee paying students was 
possible. I contacted the Student Finance team, Student Finance England, the NMC 
and HEE (North West) to ascertain the feasibility of this. Therefore, through one to one 
interviews I proposed the concept of fee paying students and thus the first non-
commissioned nursing course in England. 
 
Kotter’s (1996) step 2 & step 3 stage – Building a guiding team; /  – Getting the 
vision right; & the AI 4D method 2 & 3 - (dreams / design) 
A visual overview of ‘The Bolton Model’ which highlights the unique differences and 
key features of the innovative nurse education programme can be seen in figure 2 
(page 570. (For a larger view see Appendix 11). The key features are:  
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 Small cohorts of no more than 30 students per cohort  
 Intense tuition and support both in practice and theory 
 Employment of a clinical tutor 
 Clinical advisors linked to each module 
 Clinical skills weeks  
 Equal split of On campus and Off campus delivery of the theory sessions  
 Recruitment to the Trust of choice on application  
 Patient as Coach Team (PaCT).   
 
The following will provide a critical overview of how I came to design ‘The Bolton 
Model’   
 
Step 2 stage of Kotter’s (1996) model; the forming of a powerful coalition through the 
backing and ongoing support of powerful influential organisational decision makers is 
key (Kanter, 2003). Within the Trust and University I identified and requested key staff 
from both organisations to self-select into small steering / development groups (which 
included, from the Trust, the Head of Student Support and Learning, the Director of 
Workforce and Education, the Trust Chief Executive, the Director of Nursing and the 
Associate Director of Nursing. From the University: the Assistant Vice Chancellor, the 
Director of Admissions and the Dean of School). Therefore, I had recruited powerful 
influential organisational decision makers to the project and thus built a guiding team.   
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Figure 2: Visual Overview of ‘The Bolton Model’ 
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Through the use of participatory action research I facilitated and led a number of focus 
groups. The focus groups consisted of the aforementioned  small steering / 
development groups in order to develop concrete proposals to assist in designing ‘The 
Bolton Model’ (see appendix 12 for example minutes and agendas). A focus group 
interview is a ‘conversation with a purpose’ (Holloway, 1997 p. 94). Its aim is to elicit, 
explore, gain access to the participants views of their perceptions, attitudes, opinions, 
experiences, understandings, feelings and social worlds (Silverman, 2000; Fossey et 
al, 2002; Kumar, 2014). Moreover, it enables the understanding of how people 
experience certain phenomena and the best way to do this according to Holloway et 
al (1998) is to ask people about their experiences. I was the catalyst for achieving the 
change by stimulating people to review practices, experiences and offer possible 
solutions along with the consequences. 
 
During the focus groups I adopted a form of AI. AI not only focuses on the best of what 
is, but engages all stakeholders in a process of reimagining what could be and taking 
ownership for what will be. (Bushe, 2011). I was able to identify, outline, compare, 
execute, construct and deconstruct the organisations’ needs and issues with the 
current demand, supply and skills required for the nursing workforce to then design 
and develop the innovative programme.  
 
I elicited a number of key concerns / requirements. Firstly, the commissioned numbers 
were not growing quickly enough to meet workforce needs. Secondly, the Trust staff 
felt that newly recruited graduate nurses were not sufficiently close to being ‘Practice 
Ready’. Thirdly, the Trust wanted the nursing students to have a sense of belonging 
to the organisation and for themselves to have a sense of belonging and part 
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ownership of the students’ nurse education programme.  
 
Step 3 involves creating a vision that clearly and concisely communicates the purpose 
of the change (Calegari et al, 2015). In addition, it involves developing a strategy for 
achieving that vision (Dawson and Andrioppoulos, 2014). Most importantly Kotter 
(1996) notes that it must appeal to both the “head and the heart”.  In this case, it is 
about ensuring we are all working to the same vision, which is, to ensure we have the 
required sustainable workforce that meets the service user’s needs. 
 
A key influence in the design of ‘The Bolton Model’ was based around a number of 
principles from the Transition Pedagogy Handbook (Nelson et al, 2014). The guide is 
specially designed for managing first year students and the curriculum. A good first 
year experience is critical for student engagement and retention (Nelson et al, 2014). 
This guide contains the Queens University of Technology (QUT) First Year Experience 
(FYE) Framework and the QUT’s FYE programme which consists of four dedicated 
areas in its approach to designing the first year experience. (see figure 2)  These are: 
1. curriculum design and enactment so that students are engaged in learning, 2. the 
provision of timely access to support, 3. developing a sense of belonging for all 
students, 4. the development of academic and professional partnerships (Nelson et al, 
2014). However, even though this framework revolves around the first year student 
experience, within ‘The Bolton Model’ these areas are embedded throughout the 
whole of the 3 year programme. 
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Figure 2: Transition Pedagogy – 3rd Generation FYE Policy and Practice 
This figure outlines QUT’s FYE Program strategies that incorporate the first year curriculum principles 
across the institution (Nelson et al 2014) 
 
One of the main themes from the focus groups with key stakeholders highlighted that 
managers felt that newly qualified nurses were not ‘Practice ready’. They explained 
that many newly qualified nurses required a 12-18 month preceptorship period.  The 
term ‘practice ready’ relates to nurses, although competent against the NMC (2010) 
pre-registration standards, they do not necessarily have the competencies and 
essential skills at the practical level required for the organisation. In the main, some of 
the specific clinical skills the trust felt newly qualified nurses were lacking included; 
venepuncture and cannulation and particularly in line with the organisational policies 
and procedures. The literature review also revealed that it has been argued previously 
(Fitzpatrick et al, 1993: Girot, 1993: Bradshaw, 2000) and has been reported more 
recently that nursing students lack sound clinical skills, are passing courses without 
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these required skills and therefore are not ‘practice ready’ (Wolfe et al, 2010: Teoh et 
al, 2013). Within organisations and institutions to date there are variable competency 
assessment procedures for specific clinical skills and thus many HEIs who work with 
numerous NHS partners are not able to prepare the student nurse to the specific level 
of skills that meet every organisational partner requirements. Consequently, this can 
be difficult for the student nurse to become ‘Practice Ready’ due to the continuously 
moving and ever changing face of healthcare (Kessier et al, 2014).  
 
Still today there remains a tension for the public and nursing profession in relation to 
how best to prepare and educate ‘knowledgeable doers’ that reflects the need for 
nurses to maintain a wide knowledge base, technical ability and skills range to provide 
nursing care. During this stage I also asked the members of the focus groups to reflect 
and discuss the greatest aspects of the past and current nurse training programmes, 
i.e. the ‘positive core’ to bring out the signature strengths (Cooperrider and Whitney, 
2011). I also asked them to discuss their own pre-eminent experiences from their own 
training, which is a key innovation of AI (Bushe, 2011).  
 
To address the issues of ‘Practice Ready’, a curriculum that engages students 
learning, timely access to support and fosters a sense of belonging for all (the first 3 
key strategies of the QUT’s FYE programme) was required. One aspect of ‘The Bolton 
Model’ is the inclusion of several clinical skills weeks that are embedded at pertinent 
points throughout the three years of the programme. This aspect is one of many that 
emphasises that the curriculum engages students in learning. The clinical skills are 
delivered within the Partner Trusts’ simulation suites and facilitated by the Trust clinical 
staff thus ensuring that the Trusts’ policies / guidelines are used and reiterated 
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throughout.  
 
Another aspect of ‘The Bolton Model’ is the identification and allocation of ‘clinical 
advisors’ to each module. The clinical advisors are nominated Trust personnel who 
have the expertise, both clinical and theoretical, for the module that they are linked 
too. The clinical advisor is a specialist clinical practitioner who can either take a ‘light 
touch’ approach when they critically review the indicative content, learning outcomes, 
module handbooks and provide constructive advice to the module leader. Or 
depending on the type of module, the clinical advisor can be more involved and 
contribute more to the delivery of the module which is supported and overseen by an 
academic tutor. An effective accredited curriculum will succeed if there is input from 
employers to ensure the curriculum is relevant, up to date and matches the need of 
those employing successful graduates of the programme (Westwood et al, 2007).  
 
The second key strategy within the Transition Pedagogy Framework is proactive timely 
access to learning and support. Edwards et al (2015) emphasizes the importance of 
organisational guiding and support for nursing students with effective supportive 
programmes. This includes mentoring, but ensuring that mentors are adequately 
prepared for and supported in this role is key to the success of the student. In addition, 
much of the literature highlights that self - confidence amongst newly qualified staff is 
very much lacking (Whitehead et al, 2013). Coupled with the early issue of being 
‘Practice Ready’ an excellent feature within ‘The Bolton Model’ is the employment of 
the Clinical Tutor (CT). A CT is employed by the Trust to support a cohort of 25-30 
students. They are the lynch pin between practice and the HEI. This role is very much 
based on the Practice Education Facilitator (PEF) role. The PEF role was introduced 
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in 2008, in the main due to the issues as a result of Duffy's (2003) report regarding 
‘Failure to Fail’. Duffy (2003) found that mentors were assessing students’ 
competencies and passing the student as competent when they were not competent. 
PEFs support the quality of the clinical learning environment for all pre-registration 
healthcare students within the healthcare organisation they are employed in (Wells et 
al, 2014). However, the difference between the PEF and the CT in ‘The Bolton Model’ 
is that the CT supports a maximum of 30 students as opposed to 200 to 300. This 
small number is necessary to ensure each student feels secure, has direction 
(Westwood et al, 2007) and has timely access to support. The CTs work with mentors 
and students in practice to develop the student’s clinical skills and in particular they 
work with those whom appear to be struggling to attain the required skills for the stage 
of their programme. This role is not to replace the practice placement mentor, but is 
an additional support role for both the student and mentor. Through working closely 
with the student it is also envisaged that the CT will enable the Bolton students to 
increase their confidence throughout the course and thus be confident on qualifying.  
 
The clinical tutors are based within the exiting PEF team employed by the trust. The 
PEFs have supported pre-registration nursing students for many years therefore, are 
ideally placed to support the CTs. In preparation for the implementation of ‘The Bolton 
Model ‘for each new partner Trust and newly appointed CT it was agreed that they 
would spend time and shadow the PEFs and the academic team during their induction 
and during opportunistic times when the PEF and academic were dealing with student 
issues. The CTs were provided with all the curriculum documentation such as, 
programme handbook, programme and module specifications, practice assessment 
handbooks, student placement and mentor handbooks, along with the students PDP 
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and clinical skills booklet. The University has been approved by the NMC to offer a 
Postgraduate Certificate in Teaching and Learning for Higher and Professional 
Education. This programme is an essential criterion for all nursing academic tutors 
who teach on NMC approved programmes. Through the partnership working and 
agreement with the executive teams the CT have the opportunity to undertake this 
programme if they wish to develop in their career. 
 
In order to ensure consistency and equity for all students the UoB team and CT teams 
from each partner Trust meet on a regular basis at various fora or meetings. These 
include, monthly programme team meetings, placement support meetings and 
assessment board three times a year. Furthermore, twice a year I plan, facilitate and 
deliver a programme development day for all academic tutors and CTs. The purpose 
of these development days is to share best practice, ensure consistency of module 
delivery, clinical skills delivery and discuss and debate any issues or concerns in order 
to improve the programme. The CTs have also arranged regular peer support 
meetings between themselves and invite an academic tutor to attend so that any 
issues or concerns in relation the academic aspect of the course can be discussed 
and clarified. In addition, I have arranged for the CTs to have an external account to 
access the UoB moodle site so they can populate a clinical skills moodle site to share 
resources and ensure consistency. 
 
The fourth strategy within the framework is sustainable academic professional 
partnerships. The main aspect of this partnership strategy was embedded during the 
next stage of the implementation and delivery of the project and will be discussed later. 
However, this was embedded initially to ensure a collaborative partnership approach 
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was used to design and develop the curriculum.  As previously mentioned I arranged 
and led a number of focus groups with other key partners including: newly qualified 
nurses, potential applicants and service users in order to present the initial curriculum 
design and seek their views and ideas / suggestions to strengthen the curriculum, 
model and design. (See Appendix 13 for copies of the presentation used at each focus 
group).   
 
Solvoll and Heggen (2010) highlight the continuous debate regarding the academic 
nature of nurse education, which illustrates the tension between the expectation that 
nurses will have both clinical skills, a good underpinning of technical and theoretical 
knowledge base, whilst maintaining a strong compassionate caring focus to their work.  
To assist in developing students with strong compassion and caring focus a notable 
key element embedded within ‘The Bolton Model’ is The Patient as Coach Team 
(PaCT) and one that has now been recognised as notable practice by the NMC (see 
appendix 14).   
 
The PaCT are essential partners within the development of the student nurse. The 
NMC strongly advocate that HEIs must embed and evidence that service users are 
involved in all aspects of an education programme. Active patient participation is a 
very effective method of delivering information (Westwood et al, 2007). I wanted to 
ensure that the programme utilised the service user in a more collaborative and 
innovative way from the normal traditions of service user engagement, such as, during 
recruitment, assessment and partaking in Objective Structured Clinical Examinations. 
Therefore, I ensured that a more collaborative element was built into the curriculum 
throughout the three years of the programme whereby service users and carers 
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contribution to the student experience of placements through 'coaching' sessions. 
These sessions are held within two weeks after the student has completed each 
placement and consist of small action learning sets which are facilitated by the service 
user. The service user is a trained ‘coach’ and facilitates reflection and helps the 
students to focus upon themes related to the ‘6C’s; (Caring, Compassion, 
Communication, Commitment, Competence and Courage’ (Cummings and Bennett, 
2012). Students evaluate this very well and the service users recognise that the 
students appear to be relaxed and willing to disclose within a safe learning group and 
thus the students seem to appreciate the neutrality of a facilitator. The service users 
are selected and fully briefed and debriefed for this undertaking. Students have six 
opportunities within the three-year programme to participate. 
 
All service users that are involved with any NMC approved programme are required 
to be fully prepared and trained for the role that they have undertaken (NMC, 2010). 
‘The Bolton Model’ and the School identified a named service user champion whose 
role is to recruit, train, support and be an advocate for the service users that are 
involved in any of the healthcare programmes within the school. The recruitment of 
the service users for the varying roles embedded in ‘The Bolton Model’ consisted of 
the team contacting the Trusts own service user groups, many local support and self-
help groups, along with advertising via poster displays in the Trusts own outpatient 
departments and local health centre waiting rooms. Volunteers were asked to contact 
the UoB service user champion who then arranged to meet with each volunteer. It was 
crucial that the service user champion ascertained from the service user the real 
motive as to why they had come forward to be a part of the programme and also to 
ensure they were recruited for the most suitable role within the programme. Essentially 
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I wanted to ensure that the service users were as keen as the team to assist in 
developing the future nursing workforce and not just taking part with their own agenda. 
  
At the same time the School implemented a service user strategy and whilst this was 
being established the team also developed and designed a full training package for 
the service users. This training package includes sessions on equality and diversity, 
recruitment and selection, (delivered by the UoB Human Resources team), 
safeguarding and coaching skills which are essential for those service users that are 
taking on the PaCT role. There are a number of other training sessions for service 
users including, feedback and communication skills, Objected Structured Clinical 
Examinations (OSCEs) and these are delivered as and when required.  
 
For those service users who had been recruited as a Patient Coach, prior to being 
allocated a group of students they were provided with the necessary training. The lead 
PaCT facilitator (service user champion) organised a development day which 
consisted of the PaCT role expectations, roles and responsibilities, coaching, along 
with facilitation techniques. The service users were provided with a PaCT pack, which 
includes the proformas and guidance sheets that are given to the students in 
preparation for the PaCT sessions. The same training continues to be provided for any 
newly recruited service users. In addition, the PaCT attended regular support groups 
which are facilitated by the service user champion to enable the PaCT to access peer 
support and network with each other. 
 
The above has provided a very brief overview of how I designed and developed a few 
of the main innovative aspects of ‘The Bolton Model’. For the full curriculum design 
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see appendix 15 named ‘Curriculum Documents for the joint approval with Nursing & 
Midwifery Council & University of Bolton for BSc (Hons) Adult Nursing Degree.  
 
Kotter’s (1996) step 4 & 5 stage – Communicate for buy-in; / - Empower action & 
the AI 4D method 4 - Implementation (delivery) 
The innovation has been designed, developed and implemented using the existing 
theories of collaboration (Dillenbourg et al, 1994) and partnerships. According to 
Carnwell and Carson (2008) partnership and collaboration are often used inter-
changeably. A partnership is a relationship in which two or more people, organisations, 
or countries work together as partners (Collins Dictionary, 2016). Stern and Green 
(2005) define a partnership as a programme that has a high level of commitment, 
mutual trust, equal ownership and the achievement of a common goal.  Collaboration 
is the “mutual engagement of participants in a coordinated effort to solve a problem 
together” (Stern and Green, 2005). Collaborative interactions are characterised by 
shared goals, symmetry of structure, and a high degree of negotiation, interactivity, 
and interdependence (Lai, 2011). This includes a consideration on the different notions 
of collaboration, the division of labour, the collaborative state and the purpose of 
collaboration, effective support for collaboration, and partnership working models.  
 
In stage 4 of AI, there is a need for widespread agreement with key participants who 
made self-chosen personal commitments to take action and help bring the design of 
the model to fruition. Therefore, in order to commence agreement and implementation 
I and the NHS partner had the same shared vision / goal, commitment and ownership 
of the project. After establishing an inclusive vision it is important to communicate the 
vision and ensure ‘buy in’ from all involved. I engaged the right people to communicate 
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and assist with the implementation of the programme. This included the executive 
team at both the Trust and the University. Having ‘buy in’ from the executive team is 
the key to success (Calegari et al, 2015). The defining attributes of partnerships and 
collaboration according to Carnwell and Carson (2008) and Baars and Menzies (2016) 
include:  
 Trust and confidence.  
 Respect for specialist expertise with knowledge and expertise being more 
important than the title of their role.  
 Members sharing the same vested interests and common goal. 
 Joint venture with a willingness to work together towards an agreed purpose. 
 Participation in planning and decision making. 
 Effective communication and cross pollination of ideas.   
Moreover, Sharp et al (2006) summarise the key elements of effective partnerships 
as:  
 Common understanding of mutual benefit.  
 Establishing a shared vision and mutual trust. 
 Sharing of resources, benefits, responsibilities and risks with a reasonable 
balance of power. 
 Commitment to joint working with each partner bringing different complimentary 
types of expertise. 
 Joint planning with sufficient flexibility. 
 Consistent and effective communication.  
This was certainly the case within the project with all key stakeholders respecting what 
each other could bring to the relationship (Labonte, 1994). There was the readiness 
from each partner to engage, clear understanding and acceptance of roles and 
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expertise. Along with this was the confidence in ability and recognition of disciplinary 
boundaries, effective communication, visions and outcomes and trust in the 
collaborators.  
 
Through the support of the executive team at the Trust and the University I presented 
the vision of the programme along with the design and model of the programme at 
numerous stakeholder events to Trust managers, placement staff, service users, 
newly qualified staff, potential future students and the HEI team. During this time I 
sought feedback via focus groups to strengthen certain aspects of the model as well 
as gaining the Trust and the HEI staffs’ commitment to the vision and taking ownership 
of the innovative model of nurse education (Dawson and Andriopoulos, 2014). During 
the presentations I clearly emphasised that the programme had senior executive 
agreement and support (Pollack and Pollack, 2014).  
 
Kotter’s (1996) step 6 stage – Create short term wins & post approval - 
response and interest 
Once the programme was approved and started to recruit students the numbers of 
applications for the small amount of places was pleasing to see. With a short 
turnaround of six weeks to recruit 25 students to the February 2015 intake, over 60 
applications were received. As soon the February 2015 intake were recruited the 
recruitment cycle to the September 2015 intake commenced, with a staggering 650 
applications received for just 30 places (UoB, 2015). These short term wins gave 
confidence in the project and ‘The Bolton Model’ of nurse education and helped to 
demonstrate the viability of change (Calegari et al, 2005) and to build momentum 
within the team and partners (Pollack and Pollack, 2014).  
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In addition, during the recruitment to the September 2015 intake, I took the opportunity 
during the numerous recruitment and selection stages to ask applicants to complete a 
recruitment and marketing questionnaire, This was in order to gain further insight, 
analyse and evaluate why they were choosing ‘The Bolton Model’ nursing course, as 
opposed to the many other commissioned nursing programmes available (See 
appendix 16). This survey demonstrated that many chose to apply to the Bolton 
Programme because of the key features of the programme. This included: the small 
cohorts sizes, intense personal tuition and the reputation of the programme / the 
University. Interestingly, 37 of the respondents had applied for nursing courses 
previously but obviously without success and 66 out of 76 said, “they would choose 
‘The Bolton Model’ over the commissioned course any day”.  
 
Kotter’s (1996) step 7 & step 8 stages – Consolidating; / - Institutionalising new 
approaches 
As the programme was implemented and students commenced practice placements, 
I visited placement areas to meet with the student mentors, to explain the origins of 
the model and the requirements from them to support the students. Continuing this 
consolidation and institutionalising the concept of ‘The Bolton Model’ clearly 
constitutes steps 7 and 8 of Kotter’s (1996) model. The clinical tutors and the HEI staff 
continually visited practice placements to meet with mentors and staff involved in 
supporting the students on ‘The Bolton Model’.  
 
Since the programme was approved and implemented in October / November 2014 
there has been huge interest in this innovative approach (see appendix 2, 4, 5 & 6). I 
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have been asked to present ‘The Bolton Model’ to many other NHS key stakeholders, 
including the Directors of Nursing, and also the Heads of Education and Workforce 
leads at Continuing Professional Development Network meetings (see appendix 17). 
Thus, I am still maintaining the sense of urgency and re-emphasising the critical need 
for the change in the way to increase the nursing workforce; a key part of step 7, 
consolidating the change (Calegari et al, 2015). Through this, the provision has 
expanded and I am now working in partnership with two further local NHS trusts to 
also meet their workforce needs.  
 
In addition, I was contacted by the Department of Health so that they could prepare 
for the parliamentary ministerial debate that took place in January 2016. This 
parliamentary debate was a result of the post spending review earlier that year 
regarding the removal of the bursary system for nurse training (See appendix 5). They 
were keen to gather information of my knowledge and experience so far. They were 
very interested in the number of applications received, the demand for the course, 
attrition rates and applicants’ perception of paying the tuition fees.  
 
Furthermore, I was also contacted by, Lord Willis of Knarlesborough during his 
independent review of current nurse education and ‘The Bolton Model’ features 
positively in the ‘Raising the bar’ publication (Appendix 1). This publication sets out 
the recommendations following an independent review on behalf of HEE, which 
focused on care staff and registered nurses to determine if current education and 
training is fit for purpose. Lord Willis visited many healthcare organisations and HEIs 
during the review to ascertain what works well. ‘The Bolton Model’ was seen as 
innovative and an excellent collaborative partnership to support the education of the 
73 
 
future workforce and determine together how practitioners will be developed and 
encouraged to meet the future needs of the local patient population.  Lord Willis states 
“this example confirms that there must be more encouragement of local-based 
innovations, rather than the imposition of top-down workforce solutions” (Willis, 2015, 
p. 59).  
 
Many staff within the HEIs and the Trusts from around the UK have been in contact 
with me asking if I would be willing to share my experiences and disseminate the key 
elements to the success of the design and the key features of implementing this model. 
The main aspects that they were keen to learn about included: the views, support and 
commitment from the NMC, demand for places, recruitment numbers, implications in 
practice with students sharing the same placement circuit as other commissioned 
students, students views regarding fee paying and attrition numbers. However, in the 
main they were keen to learn how I led, implemented and managed the project along 
with any of the key lessons learned and essential tips I could offer them if they were 
to pursue the same model (See Appendix 6 and Appendix 18 for each Testimony).  
 
I have presented the project now at a number of fora. I have had numerous visits from 
other HEIs seeking my experience so they too can develop something similar. 
Moreover, I was nominated for an award by The Academy of Fabulous Stuff, Roy Lilley 
(appendix 3). The Academy is a web based social media site for the NHS to share 
ideas in order to create a mass movement of NHS staff demonstrating the difference 
they can make by one simple act, showing that large-scale improvement is possible. 
Although I did not win the final award it was a privilege to be nominated in the first 
place. Additionally I was the winner of a Quality Award organised by Lancashire 
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Teaching Hospital Trust in regards to Collaborative working – Working in partnership 
(Appendix 3). Moreover, I have presented at the RCN Education and International 
Forum (Appendix 4), along with being invited and took part in a professional debate 
titled ‘Cutting student nurse bursaries will encourage far more students into training’ 
at The Changing Strategic Context: leading the nursing contribution supported by NHS 
England and the RCN (Appendix 4). I submitted an abstract and the paper was 
presented at the NET 2016 27th International Networking for Healthcare Education 
Conference (Appendix 4). Finally, I have been “head hunted” and acted as an external 
panel member, along with providing guidance and support to other HEIs who are or 
have developed their own non-commissioned nursing programme (see appendix 19). 
 
Summary 
Attention to this model is important in light of the government plans to move away from 
commissioned health professional education in September 2017. This chapter has 
provided a critical overview of the process used to design, develop and implement 
‘The Bolton Model’ of nurse education. The use of participatory action research, and 
appreciative inquiry, along with Kotter’s (1996) 8 step Model of change management 
and how ‘The Bolton Model’ has been designed around the Transition Pedagogy 
guidelines. The following chapter will provide a critical personal reflection and 
evaluation of the journey I encountered throughout this project. 
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A Critical Personal Reflection 
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A Critical Personal Reflection 
“It is not sufficient to have an experience in order to learn. 
Without reflecting upon this experience it may quickly be 
forgotten or its learning potential lost. It is from the 
feelings and thoughts emerging from the reflection that 
generalisations or concepts can be generated. And it is 
generalisations that allow situations to be tackled 
effectively” (Gibbs, 1988, p. 14) 
 
Introduction  
Reflection is a process that is an important human activity which enables people to 
recapture their experience, think about it and evaluate it (Boud et al, 1985). Moreover, 
with any type of practice that has taken place critical reflection is an important 
capability to develop as it contributes to greater depth of understanding and learning 
(Moon, 2006) and is widely recognised as a key component in the learning process of 
individuals in areas of professional practice (Brookfield, 2009; Leijen et al, 2011). 
Reflection ‘In and On action’ (Schon, 1983) took place throughout the whole of the 
project and continues to do so. Reflecting on the impact of all aspects of the process 
from initial ideas, design, development and implementation of the model was crucial. 
Reflection was especially important during focus / steering groups and one to one 
interviews (Smith, 1999).  In contrast, Steale (1999) notes the limits of reflexivity in 
that it is difficult to be aware of all the subconscious ways in which assumptions shape 
approaches to research and learning. An important aspect whilst critically reflecting is 
to use an integral and transparent approach in order to increase sensitivity towards 
decisions and their consequences (Dearnley, 2005). Moreover, reflecting and 
evaluating on the collaborative process of the project was essential for me in order to 
strengthen the effectiveness of the partnership model that had been developed 
(Bronstein, 2003). Therefore, the following chapter will provide a critical reflection of 
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the main aspects that I encountered and deliberated throughout my journey on this 
project. 
 
The collaborative project discussed within this thesis, although it is in the early stages 
with the first cohort not due to graduate until 2018, it has already had a major impact 
nationally. In the two years since the approval of the programme, ‘The Bolton Model’ 
is recognised widely in the UK (see evidence in appendix 1, 2, 4, 5, 6, 17) and it is a 
major topic of debate within many HEIs and at many nurse education conferences 
across England. It has also influenced government policy and has led to a change of 
the current funding model of nurse education.  
 
The project has been successful partly because it was the ‘right idea’ at the ‘right time’. 
It was developed and implemented when the NHS was faced (and still is) with a 
shortage of nurses, and shortage of funding. The need to look at an alternative 
approach was essential. However, this was a big risk because historically any change 
in nurse education has always been via a top down approach from the Government 
and NMC. This risk was one that I was willing to take because an alternative route to 
increase the workforce was clearly needed. From the work that I have undertaken I 
have now pioneered a new funding model of nurse education and provided the 
government with a model which can save them several millions pounds on funding for 
nurse education. Initially while it began as a small project, it is one that has created a 
significant impact. This have been through my contribution and advising the DH by 
sharing my experience in preparation for the Parliamentary debate that took place in 
January 2016. The impact within the HEI has increased and will continue to increase 
the student body significantly. Through continuous critical reflection numerous aspects 
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arose of which have been grouped into 3 main themes and are critically discussed 
below. The 3 main themes are: 
 Reflection on personal learning in relation to the study topic and in the context 
of the following two other reflection themes. 
 Reflection on the innovation of the curriculum at this point in UK nursing history 
 Reflection on the responses from within the community of nurse education 
providers and practitioners 
 
 
1. Reflection on personal learning in relation to the study topic and in the context 
of the following two other reflection themes 
At the start of the project, following initial discussions with the NHS Trust, I was excited 
by the challenge and keen to develop an alternative way to ensure additionality to the 
nursing workforce. More so, because of previous experience in my early career when 
I was very much part of developing the future nursing workforce in the Bolton district. 
However, my initial critical reflection challenged my own ethical and moral 
perspectives, for example, whether I should propose and therefore, condone student 
funded education rather than the existing HEE funded arrangement. Initially this did 
not sit comfortably with me. I questioned firstly was it ethically right. I contemplated 
how potential students would feel regarding the large debt they would incur at the end 
of the programme before their career had even commenced. Even more so, for those 
mature students who have children. Students are required to pay the tuition fee and 
maintenance loans once the income salary is over the current repayment threshold.  
This is dependent on where the student lives; if living in England or Wales the 
threshold is £21,000. The threshold is slightly lower (£17,495) for those students who 
live in Scotland or Northern Ireland or EU students funded via Scotland or Northern 
Ireland (Student Finance England, 2016a). A newly qualified nurses’ salary is normally 
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£21,909 (Health Careers, 2016), therefore, all newly qualified nurses would need to 
commence repayment of this debt once in full-time employment.  
 
Students on any undergraduate full-time course struggle financially during their 
studies, with many undertaking a part-time job at the same time (The Telegraph, 
2016). This is especially difficult for student nurses who are required to fulfil the NMC 
(2010) criteria of 4,600 hours of theory and practice. The opportunity for student 
nurses to be able to work part-time alongside their studies would prove difficult, 
especially when they are in practice. Therefore, the quandary I was faced with was 
that fee paying student nurses may have more financial worries (due to the large debit 
accrued by the end of the programme) than commissioned students and whether this 
would adversely impact on their learning. Through discussions with lay people and 
family members I questioned this initial dilemma. If the course was not Healthcare 
related, such as, a History degree, I would not be having the same deliberations. 
However, it was my desire to be a part of developing the future workforce that I had 
been involved in during my previous role that was influencing my decision. I concluded 
that in the context of high demand of applicants wanting to enter nurse education 
programmes, along with the national shortage of nurses, additional provision should 
be created via the fee paying route.  
 
Conversely, if the main focus for this programme were to promote nursing and 
increase access to being a professional, then it might be argued as favouring those 
with the means to pay.  Nevertheless, potential applicants were not dissuaded to apply 
for a self-funded education programme and were grateful of another opportunity that 
would be available to them to apply for nurse training (see recruitment and marketing 
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research survey results appendix 16). In addition, feedback conversations with 
candidates had indicated that money was not the main driver for these applicants, 
rather they highlighted the intrinsic benefits of a nursing career. In support of this, one 
of the themes within the longitudinal study commissioned by HEE (see appendix 20, 
Executive Summary) has shown that it is the financial issues during their studies that 
needed to be managed, rather than the worry of the tuition fees on completion. This 
reflects a broader student perspective on education regardless of the programme of 
choice. 
 
I had used one to one interviews in a previous research study, but I still felt very much 
a novice (Benner, 1984) and uncomfortable in asking the participants if they were 
willing to pay the tuition fees. I felt anxious about the response I might have received, 
and did not want to hear if they were disapproving of the idea. I obviously wanted a 
positive reaction / response. As a novice at both interviews and focus groups it was 
difficult to decide whether some of the aspects discussed by the participants were 
important to pursue or not, or if they were informing me of what they thought I wanted 
to know especially during the applicants’ one to one discussions. This could have 
potentially affected the validity and reliability (Saks and Allsop, 2013) of the analysis 
of the results. However, triangulation via the recruitment and marketing research 
survey and the data available on the number of applications received for the 
programme contributed to the reliability of the analysis from the interviews. In addition, 
it was necessary for me to maintain an objective balance, due to my preconceived 
ideas and experiences, and thus carefully consider the questions and wording I used 
during the interviews, so that my own analysis from the critical review of the literature 
and development in my field did not have a potential impact on the participants.  
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Furthermore, during the interviews I felt that my role as programme leader and 
admissions tutor might have influenced some of the participants’ responses regarding 
their willingness to pay the fees. Therefore, the setting of ground rules was critical 
here, along with informing the participants at the outset that that there was no specific 
right response required to enable them to be as open and honest as possible. 
However, some of the feedback might not have always been honest. It is generally 
known that during the interviews participants have been known to inform the 
interviewer what they think the interviewer wants to hear (Low, 2007).  Nevertheless, 
all those who took part in the one to one interviews stated they were willing to fund 
their fees and in all cases, they had already funded two years of a degree programme 
to enable their career progression. It is presumed that for some, if given the choice of 
fee paying as opposed to a commissioned place, they would choose a commissioned 
place, but interestingly that was not always the case and many would choose the 
programme that meets their needs best (see question 9 of the recruitment and 
marketing research survey results – appendix 16). In future, it would be beneficial to 
use an alternative data collection method than the one to one interviews. This could 
include: anonymous surveys and focus groups (to triangulate findings), along with 
recruiting an experienced independent interviewer who has no connection with the 
project or development of the model thus, would have greater freedom to ask 
questions (Dearnley, 2005).  
 
Another pertinent lesson learned was linked to my lack of understanding of students’ 
eligibility for funding. Especially for those who hold an equivalent or higher level of 
qualification to the one they intend to study. Those students who have studied at HE4 
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level and above are not eligible for additional funding (Student Finance England, 
2016b). Consequently, a number of students from the first two cohorts had to either 
withdraw from the programme or were fortunate enough to find other financial support 
from their parents to help fund the fees for the first year. I should have sought further 
information from Student Finance England, so I would have been able to advise 
applicants correctly. I have since researched this aspect and have a better 
understanding to be able to inform potential applicants. As a result, this is now a key 
feature in the recruitment campaign for future cohorts and I do stress during open days 
/ events and through the whole of the recruitment cycle that applicants need to contact 
Student Finance directly to ascertain their eligibility for funding. However, from 
September 2017 this may not be too much of an issue because nursing students will 
be eligible for a second loan. 
 
2. Reflection on the innovation of the curriculum at this point in UK nursing 
history 
Attrition and retention in the nursing profession are national concerns with recent 
reports highlighting that NHS Trusts are looking overseas for nursing staff and that 
vacancies are at nine percent (Marangozov, 2016; BBC, 2016). The need to recruit 
and train those who are passionate and committed to a nursing career is essential.  
Furthermore, from a Utilitarian as opposed to a Deontological view, which considers 
the greatest good for the greatest number of people (Beauchamp and Childress, 
2001), coupled with the retention issues, commissioning nursing places could be 
construed as a “waste” of NHS monies. This is due to the cost of training these nurses, 
who then choose to leave at no cost to them but to that of the NHS. Moreover, I 
believed that the provision of students paying their own fees would recruit a more 
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ambitious and committed student who will register with the NMC on qualifying. From 
the initial marketing survey this theme was clearly evident. Furthermore, it is envisaged 
that the longitudinal evaluation and completion rates will either prove or refute this 
idea. In contrast, at the time and still today there is a need to increase the nursing 
workforce, therefore, we need to offer this opportunity. Thus, the main aim for this 
innovative model was to ensure the NHS Trust workforce needs were being met by 
providing additionality to the workforce.  Therefore, if the aim is to increase the nursing 
workforce then many routes are a solution. Conversely, the need for a more long term 
strategic workforce plan would be critical to prevent the ‘boom and bust’ cycle, without 
this it might put healthcare in crisis (The Times, 2016).  
 
‘The Bolton Model’ has now changed the way in which nurse education will be funded 
from September 2017 with the announcement following the spending review (DH, 
2015b) that more places can now be made available to assist in reducing workforce 
shortages. Historically, many HEIs had taken for granted the continuation of the 
existing funding model and so an alternative would pose a threat to the current 
commissioned business model. However, a new model of funding would create 
competitiveness and raise concerns by recruiting from the same pool of applicants. 
This potentially could lead to destabilizing nursing faculties / schools within the HEIs. 
Little did I know the impact this would have on the future of nurse education in the UK 
at the time. 
The purpose of pre-registration nurse education is to provide appropriately skilled staff 
to deliver care that is required by the service users (Westwood et al, 2008). Nurse 
education over the past three decades has transformed radically to meet the demands 
of the ever changing healthcare needs. High quality nurse education curricula must 
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reflect the needs and demands of the healthcare delivery system and service users 
(Ali and Watson, 2011). At the start of the project during the initial meetings it became 
clear that the Trusts’ vision, expectations of the programme and anticipated model 
were very ambiguous. Their vision was for the development of a ‘School of Nursing’ 
on the Trust premises with Trust staff delivering most of the teaching, and the 
University providing only a quality assurance role for the provision of the programme.  
 
This was a step back to the nurse education model of a previous era before education 
relocated to HEIs and to the traditional route of the nurse training in the 1980s. Many 
members of the group had undertaken their own nurse training within a ‘School of 
Nursing’. Therefore, I felt that some of the members wanted to revert back to this 
model, along with having complete ownership of the programme and just wanted the 
University to act as an awarding body. I was concerned, because as potential partners, 
it signalled an unequal power relationship that needed addressing. Consequently, this 
model that had been previously criticised as not producing students as ‘fit for practice’, 
was wrestling control of professional identity back from the HEIs. I was worried that 
the sharing of resources and responsibilities (Sharp et al, 2006), a key element of 
effective partnerships was threatened. I too, wanted to ensure that I and the nursing 
academic team contributed fully in developing the future workforce and not just to pay 
‘lip service’ to the provision.  
In addition, the respect for specialist expertise, another key attribute to partnership 
working (Carnwell and Carson, 2008), also appeared in jeopardy as the Trust staff 
perhaps were unaware of the purpose of Higher Education as opposed to just 
‘training’. From the outset, the NMC had been very clear that they had no appetite to 
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return to ‘Schools of Nursing’ and that nurse education clearly belonged in Higher 
Education, therefore, making the Trust plans unrealistic. 
 
Trying to agree a workable model and curriculum was challenging at times. Utilising 
stage 3 of Kotter’s Model (1996) which asserts the preparatory stages of change 
leadership and ‘getting the vision right’, I applied my negotiating skills and appreciative 
inquiry within the relevant focus groups. I was conscious that I needed to negotiate 
strongly on some aspects of the model and that these could potentially fracture the 
relationships and affect the collaborative partnership that was evolving. According to 
Parahoo (2014), by listening and understanding people’s needs, motives and 
circumstances, it is possible to develop interventions or programmes that suit both 
parties best. Moreover, within Action Research (AR) the role of the researcher is to 
help in its implementation by analysing any weaknesses and helping to locate other 
ways and / or resources (Gray, 2014). Furthermore, Stringer (2014) asserts that the 
aim of AR is not to finalise answers to problems but to discover the truths and realities 
held by different groups.  
 
I felt that to ensure the model was realistic I had to draw upon my previous experience 
of curriculum programme design, especially in the development of NMC approved 
programmes. Therefore, demonstrating within the partnership, the distinct and 
different skills necessary for a successful outcome. Thus, I feel it was through having 
mutual goals, being open, transparent and honest with what is workable and realistic 
for each partner, that has led to a clear vision for the partnership to flourish and the 
model being approved.  
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Through my critical personal reflection I feel that my anxieties may have been 
unfounded. Initially I was subconsciously concerned that if both parties did not agree 
on a realistic model the consequences would lead to the project collapsing. On 
reflection, the main driver for the Trust was to ensure they recruited staff locally and 
to ensure the students had a sense of belonging to the organisation, so that on 
completion they would seek employment with them. Therefore, the Trust’s initial 
ambitious model could potentially have been out of enthusiasm and the need for 
students to feel a sense of belonging to the Trust, to be a part of developing the local 
population and ensuring workforce needs were met.  
 
Conversely, they may have seen this as an alternative way to raise their profile in 
developing the future nursing workforce as the idea of having a ‘School of Nursing’ 
and becoming a NHS University had previously failed.  Therefore the Trust pursued 
the next best option to work in partnership as the ambitious plan would not have 
succeeded without a HEI. However, it transpired that they were just as keen to have 
as much involvement and part of the development and delivery of the programme as 
the University staff and team.  
 
3. Reflection on the responses from within the community of nurse education 
providers and practitioners 
Action Research is a methodology for examining the impact of a local intervention 
(Midgely, 2003). The change associated with an intervention has several dimensions 
including political. Therefore, another anxiety that I reflected upon was linked to the 
change to the traditional funding provision for pre-registration nurse education. I was 
very apprehensive of the reaction that this would have with other HEIs, the nursing 
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profession, the media, the Unions, the policy makers and the placement providers. 
Initially, I wondered what consequences or impact this would have. However, I thrive 
on a challenge. I was prepared to take a risk, as I am passionate about nurse 
education and even more so in ensuring that the needs of the service users are met. 
The feedback to the proposal was varied from Nurse Educators.  
 
Over the years a number of NHS Trusts had tried to look at alternative ways to develop 
the workforce outside of the traditional commissioned places, however all 
unsuccessfully. Many organisations (HEIs and NHS Trusts) in the background were 
sceptical and thought the programme would never be approved by the NMC. 
Therefore, the fear of failure was at the forefront of my mind. However, this made me 
more determined to be successful and develop the first non-commissioned 
programme in England. It was exciting, but I was also very concerned as I did not want 
the partnership to fail and that in itself was a latent issue in the background. This 
created an added pressure but at the same time motivated me during the challenging 
times. 
 
Local HEIs and peers were very reticent about the innovative model and at times made 
me feel very uncomfortable in meetings. I was also exasperated when I was excluded 
from a pertinent steering group meeting of which all local HEIs attended to discuss 
pre-registration nursing programmes, practice and associated issues. It was clear to 
me that a close collaborative relationship would be beneficial as there were many 
issues and concerns to be aware of across the whole of the placement circuit. 
Therefore, some might construe this as a lack of professionalism on their part 
especially as nursing professionals who are bound by the NMC ‘The Code for nurses 
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and midwives’ (2015). In particular this relates to the ‘Working Collaboratively’ (point 
8.14, 8.25 and 8.56) and the ‘Promote Professionalism and Trust’ (point 20.87) sections 
of The NMC Code (2015).  
 
Peers were concerned about the impact on practice placements and felt the quality of 
these would be affected. Also, there were some concerns that using the same 
placement circuit would reduce other HEIs placement capacity, with such comments 
as, “The Bolton Model is pinching our placements” being mooted. On reflection, this 
revealed the politics of competing HEIs which I needed to consider. At first I felt irritated 
with this, as the whole model and planning of the theory / practice weeks and agreed 
number of student intakes, were based on ensuring the quality of the learning 
environment so that placement capacity was not put at risk. During the approval of the 
programme it was the NMC’s role to ensure that student learning, both in theory and 
practice, was of good quality and that assurance and evidence was available which 
demonstrated that additional student numbers could be accommodated.  I was 
frustrated when the competitors questioned the NMC programme approval and yet the 
NMC had raised no concerns during and since the approval event. The lack of 
information regarding how ‘The Bolton Model’ was developed and how it would fit with 
their existing nursing programmes may have contributed to their hostility. Conversely, 
it was reported anecdotally they were displeased with the extra students on the 
placement circuit and that these extra student numbers might potentially have some 
impact on their placement quality feedback.  On the other hand, it is more likely about 
the fear of possible change to the current funding model of nurse education and the 
                                                                        
4 8.1 respect the skills, expertise and contributions of your colleagues, referring matters to them when appropriate. 
5 8.2 maintain effective communication with colleagues. 
6 8.5 work with colleagues to preserve the safety of those receiving care. 
7 20.8 act as a role model of professional behaviour for students and newly qualified nurses and midwives to aspire to. 
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potential impact personally. This may have been in relation to their current 
employment and / or jealousy of not being the one to develop this innovative model. 
Furthermore, local HEIs may have been opposed to the change either due to, not 
being agile enough, or have not been willing to be in the vanguard of this change. 
Another possible reason for this might have been that it was a pilot / project, therefore 
it would not change the landscape. Moreover, envy that the University of Bolton, who 
previously never had a history of, nor had a current approved pre-registration nursing 
programme, could claim prestige of this development for themselves and has now 
pioneered and changed the future of nurse education. 
 
On the contrary, many more HEIs from across England, other NHS Trusts, HEE, 
amongst others have been very supportive, and keen to meet with me to discuss the 
model and approach I have developed. I have met a number of Programme Leads 
and Deans of School, along with the Directors of Nursing from NHS Trusts, who were 
all inquisitive and eager to know the origins, the key successes and lessons learned. 
Reflecting on their eagerness demonstrates that they see the direction of travel and 
need the intelligence to pave the way for replicating the provision in their own areas.  
 
Initially I was and remain ecstatic, to have generated so much interest from other HEIs 
and other organisations. I was excited but also apprehensive when meeting with them. 
I could not be certain, despite their expression of interest, that they too had the same 
opinions and support for the model. Nevertheless, the feedback from these peers was 
very positive. They acknowledged that the model was innovative and on many 
occasions identified the model as a ‘Trailblazer’ as it was the first of its kind, and one 
that has looked at an alternative funding model and true partnership working. I felt 
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delighted with their response, proud of what I had accomplished, along with being 
thrilled but at the same fearful of the responses received from the media interest and 
the number of publications that had been published in the nursing journals. However, 
it is clear that I was able to give other HEIs the ideas, the confidence and potential 
opportunity to develop their own model of nurse education programmes. 
 
Interestingly, I was contacted to contribute to a Professional debate following the 
recent Government Spending Review announcement regarding the removal of the 
nursing bursaries and to voice my support to this announcement. The assumptions 
from the organisers were that I agreed with the removal. However, I was bemused by 
their belief, as I had reiterated throughout the project, the model was mainly to provide 
additionality to the student nurse population alongside the current system of 
commissioned places. Nevertheless, I can see from their initial perspective, hearing 
from others and the media and not knowing the full origins behind the model, they 
would assume that this was my belief. The model has a financial driver in line with the 
government approach to reducing costs and the introduction of ownership of paying 
for education that was claimed to enhance future earnings.  
 
Finally, it was when the Department of Health contacted me in January 2016 that 
reality hit home and I could comprehend the impact of what my work had contributed 
to the future of nurse education. To be asked for my personal knowledge and to share 
my experience in order to assist in the preparation for a forthcoming Parliamentary 
debate regarding the removal of the bursaries was unbelievable.  I was shocked, but 
also felt privileged at the same time. Yet, I was conscious that I needed to ensure I 
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articulated and answered the questions to safeguard the philosophy and origins of the 
programme.  
 
I was fearful that the ethos behind the model of a non-commissioned programme 
would be misconstrued. Therefore, controlling the agenda here was at stake. I was 
conscious that I had to continually reiterate that ‘The Bolton Model’ was to enable 
additionality to the student nurse population. However, there is a broader agenda 
required in reshaping the service provision in the face of the forecasted changes in the 
UK population (an extra 10 million people by 2030) and the pressures that this places 
on health and social care. Consequently, following the spending review the 
Department of Health have seen the benefit of fee paying provision with the 
announcement that from September 2017 all students entering pre-registration 
programmes will be fee paying and that the number of potential students could 
increase to ten thousand. That said, if this is the case, an urgent appraisal of 
placement capacity and mentorship provision is required.  
 
Following that announcement I had to stand back and ask myself “What have I done?” 
I really have made a contribution and influenced the future of nurse education. To 
some nursing academics they saw this as a positive contribution but others raised 
some negative connotations. Nonetheless, on reflection the announcement hopefully 
will have a positive outcome for ‘The Bolton Model’. I feel that I have made a 
contribution to the future of nurse education and have assisted in reviewing the 
eligibility of funding for future students following the feedback that I provided to the 
RCN and the DH. The Government has since announced that from September 2017 
nursing students will now be eligible for a second loan (DH, 2016). 
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From my overall reflections on the impact of ‘The Bolton Model’ it was clear that I had 
a communication strategy from the initial start of the project which was successful 
within the Partner Trusts and within my own HEI. However, I had underestimated the 
amount of communication needed to develop a consistent understanding (Kotter, 
1996). This was clearly needed with other local organisations that the project could be 
seen to have an impact upon. I needed to share the vision more explicitly and clearer 
with the other HEIs locally, regionally and nationally to dilute their concerns. This would 
have helped to avert the ‘Chinese Whispers’, thus preventing the wrong information 
being discussed and disseminated. The reason why I did not communicate to a wider 
audience was from the fear of potential failure. In addition, if the programme was not 
approved then the need for others to know about the programme was irrelevant. 
Nevertheless, a clear component of change management is communication (Kotter, 
1996). Therefore, in future I will communicate to all current and potential stakeholders 
that the project could have a potential impact on.  
 
Summary  
This chapter has provided a brief critical reflection of my journey throughout the initial 
ideas of the project through to the current stage of the programme. I have included my 
reflections on the most controversial areas that arose from the project and ones that 
had a strong influence on myself and others. I have reflected either ‘in or ‘on’ action 
which has enabled me to develop the project to fruition. Continuous reflection and 
evaluation is needed in order to enable the programme to develop, improve and 
continue to have an impact in practice. Most importantly to ensure we strive to meet 
workforce needs in order to ensure a high quality health care service is provided. 
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Moreover, continuing to develop this model and other models of nurse education is 
essential for all HEIs in partnership with local NHS Trust and other healthcare 
providers to meet local workforce needs. I am in the process of proposing a number 
of research projects and evaluations of ‘The Bolton Model’ especially the PaCT 
element. In addition, I am planning a research and evaluation project that will involve 
the journey of one or two student cohorts from year one to 12 months post-registration.   
 
Following my journey and critical reflection I have become more self- confident in my 
own ideas, beliefs, abilities and in future will not be too anxious and concerned 
regarding the risk and fear of failure with other projects. I now feel I have the 
confidence to communicate any initial thoughts and ideas to all major stakeholders 
and to make explicit the vision in order to prevent unnecessary misconceptions.  For 
any future projects that maybe similar in terms of major change to the traditional 
historical ways and ones which peers may challenge or criticise, this project has given 
be the self-assurance to challenge and defend any new beliefs, concepts and designs 
of future nurse education.    
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Recommendations for the Future 
From the work undertaken during the development, design, implementation of the 
innovative model of nurse education and following critical reflection of the lesson 
learned the following recommendations have been proposed: 
 HEIs need to establish true effective partnerships and work in true collaboration 
with their local NHS Trusts and healthcare providers by being open, honest and 
transparent in order to meet workforce and service user needs.  
 HEIs need to be more flexible and responsive to meet local workforce nurse 
education requirements.  
 HEIs, NHS Trusts and Healthcare providers need to be innovative, work 
together to have a clear workable vision and models in creating nurse education 
programmes to meet local workforce needs.  
 HEIs, NHS Trusts and Healthcare providers need to have a number of 
innovative provisions of nurse education programmes that will enable differing 
entry routes into nurse education. 
 It is essential that there are clear and explicit strategies for communication to 
local, region and national stakeholders at the start and throughout any 
innovative project.  
 It is critical that the sharing of best practice and lessons learned following any 
innovative projects are disseminated. 
 Continual research and evaluation of ‘The Bolton Model’ of nurse education is 
required in order to enhance the model and share best practice.   
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Statement of Collaboration  
I, Trish Houghton can confirm that the conference paper (Houghton, T. and Howarth, 
J., 2016), The development of a Non-Commissioned BSc (Hons) Nursing (Adult) 
programme the first in England in order to meet the workforce needs: Initial 
reflections, presented at the RCN Education Forum National Conference and 
Exhibition on the 16th March 2016 was written in collaboration with Jane Howarth. I 
Trish Houghton took the lead in submitting the abstract, designing the conference 
paper and the presentation. The presentation was led by myself at the conference 
with Jane Howarth in attendance and available to answer questions following the 
presentation. 
 
I, Trish Houghton can confirm that the Professional debate ‘Will removal of bursaries 
increase the student recruitment?’ held at the conference, The changing strategic 
context: Leading the nursing contribution, hosted by HEE in April 2016 was designed 
and written in collaboration with Jane Howarth. Both parties attended the debate and 
the final version was presented by Jane Howarth. Both parties were available for 
question and answer session at the end of the debate. 
 
I, Trish Houghton can confirm that the conference paper (Houghton, T. and Howarth, 
J., 2016) An innovative model of nurse education: Non-commissioned adult nursing 
programme through collaborative / partnership working, presented at the 27th 
International Networking for Healthcare Education Conference on the 8th September 
2016 was written and designed by myself and presented at the conference by Jane 
Howarth. 
 
I Trish Houghton can confirm that the presentation to the Directors of Nursing at 
Central Manchester University Hospitals NHS Foundation Trust in January 2015 was 
designed, written and presented by myself with Jane Howarth in attendance to 
provide support and both parties being available to answer any questions. 
Signature:   Date: 11/11/16 
Trish Houghton  
(EN,RN,BSc,PGCE,MSc,SFHEA) 
AC-SELE / Senior lecturer – School of Health and Human Sciences - University of 
Bolton 
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Statement of Collaboration  
I, Jane Howarth can confirm that the conference paper (Houghton, T. and Howarth, 
J., 2016, The development of a Non-Commissioned BSc (Hons) Nursing (Adult) 
programme the first in England in order to meet the workforce needs: Initial 
reflections, presented at the RCN Education Forum National Conference and 
Exhibition on the 16th March 2016 was written in collaboration with Trish Houghton. 
Trish Houghton took the lead in submitting the abstract, designing the conference 
paper and the presentation.  I attended the conference with Trish Houghton and was 
available to answer questions following the presentation. 
 
I, Jane Howarth can confirm that the Professional debate ‘Will removal of bursaries 
increase the student recruitment?’ held at the conference, The changing strategic 
context: Leading the nursing contribution, hosted by HEE in April 2016 was designed 
and written in collaboration with Trish Houghton. Both parties attended the debate 
and the final version was presented by myself. Both parties were available for 
question and answer session at the end of the debate. 
 
I, Jane Howarth can confirm that the conference paper (Houghton, T. and Howarth, 
J., 2016) An innovative model of nurse education: Non-commissioned adult nursing 
programme through collaborative / partnership working, presented at the 27th 
International Networking for Healthcare Education Conference on the 8th September 
2016 was written and designed by Trish Houghton and presented by myself at the 
conference. 
 
I, Jane Howarth can confirm that the presentation to the Directors of Nursing at 
Central Manchester University Hospitals NHS Foundation Trust in January 2015 was 
designed, written and presented by Trish Houghton and I were in attendance at the 
meeting to provide support to Trish Houghton and both parties were available to 
answer any questions. 
 
Signature:   Date: 03/11/16 
Jane Howarth 
Head of School – Health and Human Sciences - University of Bolton 
 
99 
 
 
 
References 
  
100 
 
References 
Ali, P. A. and Watson, R. (2011) The case for graduate entry to the United Kingdom nursing 
register. International Nursing Review, 58(3), pp. 312-318. 
 
Ansari, S. and Bell, J. (2009) Five easy pieces: a case study of cost management as 
organizational change. Journal of Accounting and Organisational Change, 5, pp. 139-167. 
 
Appelbaum, S., Habashy, S., Malo, J., Shafiq, H. (2012) Back to the future: revisiting Kotter’s 
1996 change model. Journal of Management Development, 31, pp. 764-783. 
 
Baars, S. and Menzies, L. (2015) Effective partnership models. Available: 
http://www.lkmco.org/wp-content/uploads/partnerships_lit_review_final_v4d.pdf 
{Accessed 09/08/2016}.  
 
Barrett, F. J. and Fry, R. E. (2010) Appreciative inquiry: A positive approach to building 
cooperative capacity. Chagrin Falls OH: Taos Institute. 
 
BBC. (2004) Nurses cannot be too posh to wash. Available: 
http://news.bbc.co.uk/1/hi/health/3701855.stm  
{Accessed 02/02/16}. 
 
BBC (2016) Thousands of NHS nursing and doctor posts lie vacant.  Available: 
http://www.bbc.co.uk/news/health-35667939 
{Accessed 22/10/16}. 
 
Beauchamp,T.L and Childress, J.F. (2001) ‘Principles of bio-medical ethics’. 5th Ed, Oxford: 
Oxford University Press. 
 
Benner. P, (1984) From novice to expert: excellence and power in clinical nursing practice.  
Menlo Park, C.A: Addison – Wesley Publishing Company. 
 
Berwick, D. (2013) A promise to learn – a commitment to act. Improving the safety of 
patients in England, London: Williams Lea. 
 
Bingham, S. and McEwen, Y. (2008) Ministering angels: A history of nursing from The 
Crimea to the Blitz. Available: 
https://books.google.co.uk/books?hl=en&lr=&id=4_FsCAAAQBAJ&oi=fnd&pg=PT2&dq=Bing
ham,+S.+and+McEwen,+Y.+(2008)+Ministering+angels:+A+history+of+nursing+from+The+
Crimea+to+the+Blitz,+Osprey.&ots=8wqh-
AUUEX&sig=FdaKBuRviLbQynKHAphl5smMfl4#v=onepage&q&f=false 
{Accessed 11/12/16}. 
 
Boud, D., Keogh, R., Walker, D. (1985) Reflection: Turning experience into learning. London: 
Kogan Page. 
 
Bradshaw, A.  (2000) Competence and British nursing: a view from history. Journal of 
Clinical Nursing, 9, pp. 321-329. 
 
Bronstein. L, (2003), ‘A model for interdisciplinary collaboration’. Social Work, 48(3), pp. 297-
306. 
 
Brookfield, S. (2009) The concept of critical reflection: promises and contradictions. European 
Journal of Social Work, 12(3), pp. 293-304. 
101 
 
Bubb, S. (2014) Winterbourne view- time for change. Transforming the commissioning 
of services for people with learning disabilities and/or autism. Available: 
https://www.england.nhs.uk/wp-content/uploads/2014/11/transforming-commissioning-
services.pdf 
{Accessed 12/08/2016}. 
 
Buchanan, M. (2013) Have we overqualified yet undertrained today’s nurses? IN Too posh to 
wash? Reflections on the future of nursing. London: 2020health.org. 
 
Bushe, G. R. (2011) Appreciative inquiry: Theory and critique. In Boje, D. and Hassard, J. 
(eds) The Routledge Companion To Organisational Change. pp.87-103, Oxford: Routledge. 
 
Calegari, M. F., Sibley, R. E., Turner, M. E. (2015) A roadmap for using Kotter’s organisational 
change model to build faculty engagement in accreditation. Academy of Educational 
Leadership Journal, 19(3), pp. 31-43. 
 
Callanan, C. (2011) Raising the standards. Nursing Standard, 25(26), pp. 62-63. 
 
Calman, L. (2006) Patients’ view of nurses’ competence. Nurse Education Today, 26, pp. 719-
725. 
 
Carlisle, C., Luker, K., Davies, C., Stilwell, J. (1999) Skills competency in nurse education: 
nurse manager’s perceptions of diploma level preparation. Journal of Advanced Nursing 29(5), 
pp. 1256-1264. 
 
Carnwell, R. and Carson, A. (2008) The concepts of partnership and collaboration. Available: 
 https://www.mheducation.co.uk/openup/chapters/9780335229116.pdf. 
{Accessed 09/08/2016}. 
 
Carr, G. (2007) Changes in nurse education: delivering the curriculum. Nurse Education 
Today, 28, pp. 120-127. 
 
Carroll, L. (1866) Alice’s adventures in wonderland. New York: Dover Publications. Available: 
https://en.wikisource.org/wiki/Alice%27s_Adventures_in_Wonderland_(1866)/Chapter_12 
{Accessed: 11/12/16}. 
 
Cegielski, C., Hall, D., Rebman, C. (2006) Enterprise resource planning systems 
implementation success. International Journal Information of Systems and Change 
Management, 1, pp. 301-317. 
 
Chapman. J. and Martin, D. (2013) Nurses told, 'you're not too posh to wash a patient': Minister 
orders student nurses back to basics to improve compassion in NHS. Available: 
http://www.dailymail.co.uk/news/article-2299085/Youre-posh-wash-patient-Minister-orders-
student-nurses-basics-improve-compassion-NHS.html  
{Accessed: 05/08/2016}. 
 
Charnley, E. (1999) Occupational stress in the newly qualified staff nurse. Nursing Standard, 
13(29), pp.  33-36. 
 
Coghlan, D. and Brannick, T. (2004) Doing action research in your own organization.  2nd Ed. 
London: Sage. 
 
Collins Dictionary (2016) Available:  
http://www.collinsdictionary.com/dictionary/english/partnership  
{Accessed: 09/08/2016}. 
102 
 
 
Cooperrider, D. L. and Whitney, D. (2001) A positive revolution in change. In Cooperrider, D. 
L. Sorenson, P., Whitney, D. and Yeager, T. (eds) (2011) Appreciative inquiry: An emerging 
direction for organisation development. Champaign, IL Stipes. 
 
Covey, S. (1992) The 7 Habits of Highly Effective People. London: Simon & Schuster. 
 
Cummings, J. and Bennett, V. (2012) Compassion in practice nursing, midwifery and care 
staff. Our vision and strategy. Available: 
https://www.england.nhs.uk/wp-content/uploads/2012/12/compassion-in-practice.pdf 
{Accessed 30/08/2016}. 
 
Darbyshire, C. and Fleming, V. E. M. (2008) Mobilising Foucault: history, subjectivity and 
autonomous learners in nurse education. Nursing Injury, 15, pp. 263-269. 
 
Davies, C., Stillwell, J., Watson, R., Carlisle, C., Luker, K. (2000) Did project 2000 nurse 
training change recruitment patterns or career expectations? Nurse Education Today, 20, pp. 
408-417. 
 
Dawson, P. and Andriopoulos, C. (2014) Managing change, creativity & innovation. 2nd  Ed, 
London: Sage. 
 
Dearnley, C.(2005) A reflection on the use of semi-structured interviews. Nurse Researcher 
13(1), pp. 19-28. 
 
Department of Health. (DH) (1972), Report of the committee on nursing. Cmnd 5115 
Chairman: Professor Asa Briggs, London: HMSO. 
 
Department of Health. (1999a) Making a difference: Strengthening the nursing, midwifery and 
health visiting contribution to health and healthcare. London: DH. 
 
Department of Health. (1999b) Saving Lives: Our Healthier Nation. London: DH. 
 
Department of Health. (2000a) The NHS Plan’. London: DH.  
 
Department of Health. (2000b) A Health service for all Talents. London: DH. 
 
Department of Health. (2001) Working together- Learning together. A framework for lifelong 
learning in the NHS. London: DH. 
 
Department of Health. (2003a) Health and Social Care Act. London:  DH.  
 
Department of Health. (2003b), Implementing the European Working Time Directive (EWTD) 
for Doctors in Training. London, Health Service Circular 2003 / 01. 
 
Department of Health. (2004a) The New Improved NHS Plan. London: DH. 
 
Department of Health. (2004b), Modernising medical careers. The next steps’. London: DH. 
 
Department of Health. (2005), Creating a patient-led NHS; Delivering the NHS improvement 
plan. London: DH. 
 
Department of Health. (2006a) Modernising nursing careers. Setting the Direction’. London: 
DH. 
 
103 
 
Department of Health. (2006b) Managing attrition rates for student nurses and midwives:   
A guide to good practice for Strategic Health Authorities and Higher Education Institutions. 
London: DH. 
 
Department of Health. (2007) Creating a Patient-led NHS - Delivering the NHS improvement 
plan. London: DH. 
 
Department of Health. (2008) High quality care for all. NHS next stage review, Final report. 
London: DH. 
 
Department of Health. (2010a) The front line: Prime Ministers commission on the future of 
nursing and midwifery. London: HMSO. 
 
Department of Health. (2010b) Equity and excellence: Liberating the NHS. London: DH. 
 
Department of Health. (2010c) Healthy Lives, healthy people: Our strategy for public health in 
England. London: DH. 
 
Department of Health. (2012) DH Winterbourne View Review: Concordat programme of 
action. London: DH. 
 
Department of Health. (2015a) Delivering high quality, effective, compassionate care: 
Developing the right people with the right skills and the right values. A mandate from the 
Government to Health Education England: April 2015-2016. London: DH. 
 
Department of Health. (2015b) Spending Review and Autumn Statement 2015: key 
announcements. Available: 
https://www.gov.uk/government/news/spending-review-and-autumn-statement-2015-key-
announcements 
{Accessed 21/12/2016} 
 
Department of Health. (2016) Reforming healthcare education funding: creating a 
sustainable future workforce. Government response to public consultation. Available: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/539774/health
-education-funding-response.pdf 
{Accessed 30/08/2016}. 
 
Dillenbourg, P., Baker, M., Blaye, A., O'Malley, C. (1994). The evolution of research on 
collaborative learning. In Spada, H. and Reimann, P., (eds.), Learning in humans and 
machines. Towards an interdisciplinary learning science. Oxford: Elsevier. 
 
Duffy, K, (2003) Failing students: a qualitative study of factors that influence the decisions 
regarding assessment of students’ competence in practice. Available: 
https://www.researchgate.net/profile/Kathleen_Duffy/publication/251693467_Failing_Student
s_A_Qualitative_Study_of_Factors_That_Influence_the_Decisions_Regarding_the_Assess
ment_of_Students'_Competence_to_Practice/links/5644f3c508ae54697fb8475e.pdf 
{Accessed 12/08/2016}. 
 
Eaton, A. (2012) Pre-registration nurse education: A brief history. London: Willis 
Commission.org.uk. 
 
Edwards, D., Hawker, C., Carrier, J., Rees, C. (2015) A systematic review of the 
effectiveness of strategies and interventions to improve the transition from student to newly 
qualified nurse. International Journal of Nursing Studies, 52, pp. 1254-1268. 
104 
 
Elkan, R. and Robinson, J. (1993) Project 2000 the gap between theory and practice. Nurse 
Education Today, 13, pp. 295-298. 
 
European Union. (2005) Directive 2005/36/EC of the European Parliament and of the 
Council of the 7 September 2005 on the recognition of professional qualifications. London: 
EU.  
 
Farley, A. and Hendry, C. (1997) Teaching practical skills: a guide for preceptors. Nursing 
Standard, 11(9), pp. 46-48. 
 
Farrand, P., McMullan, M., Jowett, R., Humphreys, A. (2006) Implementing competency 
recommendations into pre-registration nursing curricula: Effects upon levels of confidence in 
clinical skills. Nurse Education Today, 26, pp. 97-103. 
 
Fitzpatrick, J. M., While, A.E., Roberts, J. D.  (1993) The relationship between nursing and 
higher education. Journal of Advanced Nursing, 18, pp. 1488-1497. 
 
Flanagan, J., Baldwin, S and Clarke, D (2000) Work-based learning as a means of 
developing and assessing nursing competence. Journal of Clinical Nursing, 9, pp. 36-368. 
 
Fletcher, V. (2009) Degree Nurses ‘could get too posh to wash’. Available: 
http://www.express.co.uk/news/uk/140065/Degree-nurses-could-get-too-posh-to-wash 
{Accessed 05/08/2016}. 
 
Fletcher, M. (2013) Changing times, changing expectations. IN Too posh to wash? 
Reflections on the future of nursing. London: 2020health.org. 
 
Fossey., Harvey., McDermott., Davidson. (2002). Understanding and evaluating qualitative 
research. Australian & New Zealand Journal of Psychiatry. 36, pp. 717-732. 
 
Francis. (2013), Report of the Mid Staffordshire NHS Foundation Trust public inquiry: 
Executive summary. London: HMSO. 
 
Gerrish, K. (1990) Fumbling along. Nursing Times, 86, pp. 35-37. 
 
Gerrish, K. (2000) Still fumbling along? A comparative study of newly qualified nurse’s 
perception of the transition from student to qualified nurse. Journal of Advanced Nursing, 32 
(2), pp. 473-480. 
 
Gerrish, K. and Lacey, A. (2010) The research process in nursing. 6th Edition, Oxford: 
Blackwell Publishing. 
 
Gibbs, G. (1988) Learning by doing: A guide to teaching and learning methods, Oxford: 
Oxford Brooks University. 
 
Gillespie, M. and McFerridge, B. (2006) Nurse education – the role of the nurse teacher, 
Journal of Clinical Nursing, 15(5), pp. 639-644. 
 
Girot, E. A. (1993) Assessment of competence in clinical practice – a review of the literature. 
Nurse Education Today, 13, pp. 83-90. 
 
Glasper, A. (2012) The RCN commission on education: what does it mean? British Journal 
of Nursing, 21(13), pp. 822-823. 
 
Glen, S. (2000) Critique of the graduate nurse: an international perspective: A response to 
105 
 
Jennifer Greenwood. Nurse Education Today (2000) 20, pp. 17-23.  
 
Glen, S. (2003) Towards a new paradigm for practice education. In Glen, S. Parker, P. (eds) 
Supporting learning in nursing practice: a guide for practitioners. Basingstoke: Palgrave. 
 
Glen, S. (2009) Nursing Education – is it time to go back to the future. British Journal of 
Nursing, 18(8), pp. 498-502. 
 
Goodrick, E. and Reay, T. (2010) Florence Nightingale endures: Legitimizing a new 
professional role identity. Journal of Management Studies 47(1), pp. 55-84. 
 
Gray, D. E. (2014) Doing Research in the Real World. 3rd Edition, London: Sage. 
 
Green, J. and Thorogood, N. (2007) Qualitative methods for health research. London: Sage 
Publications. 
 
Greenwood, J. (2000) Critique of the graduate nurse: an international perspective. Nurse 
Education Today, 20, pp. 17-23. 
 
Hall, C. (2004) Young nurses 'too posh to wash'. Available: 
http://www.telegraph.co.uk/news/uknews/1461504/Young-nurses-too-posh-to-wash.html 
{Accessed 05/08/2016}. 
 
Hart, C. (2004) Nurses and Politics: The impact of power and practice. Hampshire: Palgrave 
McMillian. 
 
Health Careers. (2016) Agenda for change – pay rates. Available: 
https://www.healthcareers.nhs.uk/about/careers-nhs/nhs-pay-and-benefits/agenda-change-
pay-rates 
{Accessed 14/01/2017} 
 
Healthcare Commission. (2007) Investigation into outbreaks of Clostridium Difficile at 
Maidstone and Tunbridge Wells NHS Trust, Healthcare Commission. London: DH. 
 
Health Education England. (2014) Five year forward review. London: HEE. 
 
Higgins, G., Spencer, R. L., Kane, R. (2010) A systematic review of the experiences and 
perceptions of the newly qualified nurse in the United Kingdom. Nurse Education Today, 
30(6), pp. 499-508. 
 
Hislop, S., Inglis, B., Cope, P., Stoddar, B., McIntosh, C. (1996) Situating theory in practice 
student views of theory-practice in Project 2000 nursery programmes. Journal of Advanced 
Nursing, 23(1), pp. 171-177. 
 
Holloway, I. (1997) Basic concepts for qualitative research. London: Blackwell Science. 
 
Holloway. I. M., Smith. P., Warren. J. (1998) Time in hospital. Journal of Clinical Nursing, 7( 
5), pp. 460-466. 
 
Howard, D. (2001) Student Nurses’ experience of Project 2000. Nursing Standard, 15(48), 
pp. 33-38. 
 
Kanter, R. M. (2003) Challenge of organisational change: How companies experience it and 
leaders guide it. New York: Free Press. 
 
106 
 
Kelly, B. (1996) Hospital nursing: it’s a battle! – a follow up study of English graduate 
nurses’. Journal of Advanced Nursing, 24(2), pp. 1063-1069. 
 
Keogh, B. (2013) Review into the quality of care and treatment provided by 14 hospital trusts 
in England: overview report. London: DH. 
 
Kessier,I., Spilsbury, K., Heron, P. (2014) National Institute for Health research Developing a 
high performance support workforce in acute care: Innovation, evaluation and engagement. 
Health Service Delivery Research 2, 25. Available: 
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0013/124060/FullReport-
hsdr02250.pdf 
{Accessed 09/08/2016}. 
 
Kirk, S., Carlisle, C., Luker, K. (1997) The implication of project 2000 and the formation of 
links with higher education for the profession and academic needs of nurse teachers in the 
United Kingdom. Journal of Advanced Nursing, 26, pp. 1036-1044. 
 
Kotter, J. (1996) Leading Change. Boston MA: Harvard Business School Press. 
 
Kotter, J. (2012) How the most innovative companies capitalise on today’s rapid-fire strategic 
challenges and still make their numbers. Harvard Business Review, 90(11), pp. 43-58. 
 
Kumar, R. (2014) Research methodology. A step by step guide for beginners, 4th Ed, 
London: Sage. 
 
Labonte, R. (1994) Health promotion and empowerment: reflections on professional practice. 
Health Education Quarterly 21, pp. 253–268. 
 
Lai, E. R. (2011) Collaboration: A Literature Review. Pearson Available: 
http://images.pearsonassessments.com/images/tmrs/Collaboration-Review.pdf  
{Accessed 24/01/16}. 
 
Last, L. and Fulbrook, P. (2003) Why do students leave? Suggestions from a Delphi study. 
Nurse Education Today, 23, pp. 449-458. 
 
Lathlean, J. (1987) Are you prepared to be a staff nurse? Nursing Times, 83, pp. 25-27. 
 
Lauder, W., Watson, R., Topping, K., Holland, K., Johnson, M., Porter, M., Roxburgh, M., 
Behr, A. (2008) An evaluation of fitness for practice curricula: self-efficacy, support and self-
reported competence in pre-registration student nurses and midwives. Journal of Clinical 
Nursing, pp. 1858-1867. 
 
Leijen, A., Valtna, K., Leijen, D. A. J., Pedaste, M. (2011) How to determine the quality of 
student’s reflections? Studies in Higher Education, 37 (2), pp. 1-15. 
 
Lewin, K. (1947) Frontiers in group dynamics: concepts, method and reality in social 
science, social equilibria and social change. Human Relations, 1(1), pp. 5-41. 
 
Longley, M., Shaw, C., Dolan, G. (2007) Nursing: Towards 2015. Alternative scenarios for 
healthcare, nursing and nurse education in the UK in 2015. Pontypridd, Wales: Welsh 
Institute for Health and Social Care, Faculty of Health, Sport and Science, University of 
Glamorgan.  
 
Low, J. (2007) Unstructured interviews and health research IN Saks, M.,  
Allsop, J. (2013) Researching health. Qualitative, quantitative and mixed methods. London: 
107 
 
Sage Publications. 
 
Luker, K., Carlisle, C., Riley, E., Stilwell, J., Davies, C. (1996) Project 2000: Fitness for 
purpose: joint report for University of Warwick and University of Liverpool to the Department 
of Health. London: DH. 
 
Macalister-Smith, R. (2013) Is nursing working? IN Too posh to wash? Reflections on the 
future of nursing. London: 2020health.org. 
 
Macleod Clarke, J., Maben, J., Jones, K. (1997) Project 2000 perceptions of the philosophy 
and practice of nursing preparation for practice. Journal of Advanced Nursing, 26(2), pp.  
246-256. 
 
Mannix, J., Faga, P., Bede, B., Jackson, D. (2000) Towards sustainable models clinical 
education in nursing: ongoing conversation. Nurse Education Practice, 6(1), pp. 3-11. 
 
Marangozov, R., Williams, M., Buchan, J. (2016) Institute for employment studies. The 
labour market for nurses in the UK and its relationship to the demand for, and supply of, 
international nurses in the NHS. Final Report. Available: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/535657/The_l
abour_market_for_nurses_in_the_UK.pdf 
{Accessed 14/01/2017) 
 
McCallum, J. (2007) The debate in favour of using simulation education in pre-registration 
adult nursing. Nurse Education Today, 27, pp. 825-831. 
 
McKenna, H., Thompson, D., Watson, R., Norman, I. (2006) The good old days of nurse 
training: rose tinted or jaundiced view? International Journal of Nursing Studies, 43, pp. 135-
137. 
 
Meerabeau, E. (2004) Be good, sweet maid, and let who can be clever: a counter 
reformation in English nursing education? International Journal of Nursing Studies, 43, pp. 
135-137. 
 
Midgley, G. (2003) Science as systemic intervention: some implications of systems thinking 
and complexity for the philosophy of science. Systemic Practice and Action Research, 16, 
pp. 77-97. 
 
Moon, J. A. (2006) Learning journals: a handbook for reflective practice and professional 
development. 2nd ed, London: Routledge. 
 
Morrison, M. (2014) Organizational Development Theory and Practice: A guide book for 
Managers OD Consultants and HR Professionals using OD. London: Wiley. 
 
National Health Service Employers. (2015) NHS Registered nurse supply and demand 
survey findings. London: NHS Employers. 
 
Nelson, K., Creagh, T., Kift, S., Clarke, J. (2014) Transition Pedagogy Handbook: A good 
practice guide for policy and practice in the first year experience at QUT. 2nd ed, Available: 
http://eprints.qut.edu.au/76333/1/Transition_Pedagogy_Handbook_2014.pdf 
{Accessed 09/08/2016}. 
 
Nursing and Midwifery Council. (2004) Standards of Proficiency for Pre-Registration Nursing 
Education. London: Nursing and Midwifery Council. 
 
108 
 
Nursing and Midwifery Council. (2006) Standards to support learning and assessment in 
practice. NMC standards for mentors, practice teachers and teachers. London: Nursing and 
Midwifery Council. 
 
Nursing and Midwifery Council. (2007) Guidance for the introduction of the Essential Skills 
Clusters for Pre-registration Nursing programmes. 
Available: https://www.nmc.org.uk/globalassets/sitedocuments/circulars/2007circulars/nmc-
circular07_2007-annexe-1.pdf 
{Accessed 26/11/16}. 
 
Nursing and Midwifery Council. (2008a) Standards to support learning and assessment in 
practice. NMC standards for mentors, practice teachers and teachers. London: Nursing and 
Midwifery Council. 
 
Nursing and Midwifery Council. (2008b) A review of pre-registration nursing education – 
Report of consultation findings. London: Alpha Research NMC. 
 
Nursing and Midwifery Council. (2010) Standards for Pre-Registration Education. London: 
Nursing and Midwifery Council. 
 
Nursing and Midwifery Council. (2015) The Code. Professional standards of practice and 
behaviour for nurses and midwives. London: Nursing and Midwifery Council. 
 
O’Connor, S.E., Pearce, J., Smith, D., Voegeli, D., Watson, P. (2001) An evaluation of the 
clinical performance of newly qualified nurses: a competency based assessment. Nurse 
Education Today, 21, pp. 559-568. 
 
Ombudsman. (2011) Care and compassion? Report of the health service ombudsman on 
ten investigations into NHS care of the older people. London: The Stationery Office, Health 
Service Ombudsman. 
 
Osland, J. S., Kolb, D. A., Rubin. I. M., Turner, M. E. (2007) Organizational behaviour: An 
experiential approach. 8th ed. New Jersey: Pearson Prentice Hall. 
 
Ousey, K. (2011) The changing face of student nurse education and training programmes. 
Wounds UK. 7(1), pp, 70-76. 
 
Parahoo, K. (2014) Nursing Research. Principles. Process and issues. 3rd Ed, London: 
Palgrave MacMillan. 
 
Parker, T. J. and Carlisle, C. (1996) Project 2000 students’ perceptions of their training. 
Journal of Advanced Nursing, 24, pp. 771-778. 
 
Pfeifer, T., Schnitt, R., Voigt, T. (2005) Managing change: quality-oriented design of strategic 
change processes. Total Quality Management Magazine, 17, pp. 297-308. 
 
Pollack, J. and Pollack, R. (2014) Using Kotter’s Eight stage process to manage an 
organisational change program: Presentation and Practice. Systemic Practice and Action 
Research, 28, pp. 51-66. 
 
Pollard, C., Ellis, L., Stringer, E., Cockayne, D. (2006) Clinical education: A review of the 
literature. Nurse Education in Practice, 7, pp. 315-322. 
 
109 
 
Redfer, S., Norman, I., Calman, I., Watson, R., Murrells, T. (2002) Assessing competence to 
practice in nursing: a review of the literature. Research Papers in Education, 17(1), pp. 51-
77. 
 
Roberts, D. (2009) Newly qualified nurses: Competence or confidence. Nurse Education 
Today, 29, pp. 467- 468. 
 
Rolfe, G. (1993) Closing the theory practice gap a model of nursing praxis, Journal of 
Clinical Nursing, 2, pp. 173-177. 
 
Royal College of Nursing. (2007) Pre-registration nurse education. The NMC review and the 
issues. Available: 
https://www2.rcn.org.uk/__data/assets/pdf_file/0004/313582/14.07_Pre_Registration_Nurse
_Education_-_The_NMC_Review_and_Issues.pdf 
{Accessed 22/10/16}. 
 
Roxburgh, M., Watson, R., Holland, K., Johnson, M., Lauder, W., Topping, K. (2008) A 
review of curriculum evaluation in United Kingdom nursing education. Nurse Education 
Today, 28, pp. 881-889. 
 
Runciman, P., Dewar, B., Goulbourne, A. (2002) Newly qualified Project 2000 staff nurses in 
Scottish  nursing homes issues for education. Nurse Education Today, 22(7), pp. 593-601. 
 
Ryan, D. (2008) Third-level nurse education: learning from the Irish experience. British 
Journal of Nursing, 17 (22), pp. 1402-1407. 
 
Saks, M. and Allsop, J. (2013) Researching health. Qualitative, quantitative and mixed 
methods. 2nd Ed, London: Sage Publications. 
 
Scholes, J., Webb, C., Gray, M., Endacott, R., Miller, C., Jasper, M., McMullan, M. (2004) 
Making portfolios work in practice. Journal of Advanced Nursing. 46(6), pp. 595-603. 
 
Schon, D. (1983) The reflective practitioner. San Francisco, CA, Jossey-Bass. 
 
Sharp, C., Pye, D., Blackmore, J., Brown, E., Eames, A., Easton, C., Benton, T. (2006) 
National evaluation of creative partnerships. Final report. London: Creative Partnerships. 
 
Sidorko, P. (2008) Transforming library and higher education support services: can change 
models help? Library Management, 29, pp. 307-318. 
 
Silverman, D. (2000) Doing qualitative research. A practical handbook. London: Sage 
Publications. 
 
Smith, B. A. (1999) Ethical and methodological benefits of using reflexive journal in 
Hermeneutic-phenomenologic research. The Journal of Nursing Scholarship. 31(4), pp. 359-
363. 
 
Solvoll, B. A. and Heggen, K. M. (2010) Teaching and learning care. Exploring nursing 
students’ clinical practice. Nurse Education Today, 30, pp. 73-77. 
 
Spooner, H. (2010) England hikes educational requirements for nurses. Canadian Medical 
Association Journal, 182(2), pp. E129-E130. 
 
Spouse, J. (2003) Professional learning in nursing. Oxford: Blackwell Science. 
 
110 
 
Steale. (1999) The Quality of Qualitative Research. Thousand Oaks, California Sage 
Publications. 
 
Stern, R. and Green, J. (2005) Boundary workers and the management of frustration: a case 
of two healthy city partnerships. Health Promotional International, 20(3), pp. 240. 
 
Stringer, E.T. (2014) Action Research. 4th Ed, London: Sage.  
 
Studdy, S. J., Nicol, M. J., Fox-Hiley, A. (1994) Teaching and learning clinical skills Part 2: 
Development of a teaching model and schedule of skills development. Nurse Education 
Today, 14(3), pp. 186-193. 
 
Student Finance England. (2016a) Student loans - a guide to terms and conditions. 
Available: 
http://media.slc.co.uk/sfe/1617/ft/sfe_terms_and_conditions_1617_d.pdf 
{Accessed 14/01/2017) 
 
Student Finance England. (2016b) Student finance - how you're assessed and paid. 
Available: 
http://media.slc.co.uk/sfe/1617/ft/sfe_how_you_are_assessed_guide_1617_d.pdf 
{Accessed 14/01/2017} 
 
Swepson, P. (2003) Some common ground that can provide a basis for collaboration 
between action researchers and scientists: a philosophical case that works in practice. 
Systemic Practice and Action Research, 16, pp.  99-111. 
 
Taylor, J., Irvine, F., Bradbury-Jones, C., McKenna, H. (2010) On the precipice of great things: 
the current state of UK nurse education. Nurse Education Today, 30, pp. 239-244. 
 
Teoh, Y. T. E., Pua, L. H., Chan, M. F. (2013) Lost in transition – A review of qualitative 
literature of the newly qualified Registered Nurses’ experience in their transition to practice 
journey. Nurse Education Today, 33, pp. 143 – 147. 
 
The Telegraph. (2016) Students 'going without food' to meet costs of university. 
Available: 
http://www.telegraph.co.uk/education/universityeducation/student-life/12081236/Students-
going-without-food-to-meet-costs-of-university.html 
{Accessed on 03/11/16}. 
 
The Times. (2016) Boom and bust puts healthcare in crisis says nurses. 
Available:  
http://www.thetimes.co.uk/article/boom-and-bust-approach-puts-healthcare-in-crisis-say-
nurses-hbg0whh02 
{Accessed 03/11/16}. 
 
United Kingdom Central Council for Nursing, Midwifery and Health Visiting. (1987) Project  
2000 the final proposals. London: UKCC. 
 
United Kingdom Central Council for Nursing, Midwifery and Health Visiting. (1999) Fitness 
for Practice, Report of the UKCC Commission for Nursing and Midwifery Education. Chaired 
by Sir Leonard Peach. London: UKCC. 
 
University of Bolton. (2015) Management Information. Available: 
http://www.bolton.ac.uk/StaffPortal/ManagementInformation/Home.aspx 
{Accessed 26/11/16} 
111 
 
Wanless. D. (2002) ‘Securing our future health. Taking a long term view’. London:  DH. 
 
Watkins, M. (2000) Competency for nursing practice. Journal of Clinical Nursing, 9(3), pp. 
338-346. 
 
Watson, R. (2006) Is there a role for higher education in preparing student nurses? Nurse 
Education Today, 26, pp. 622-626. 
 
Watson, R., Simpson, A., Topping, A., Porock, D. (2002) Clinical competence assessment in 
nursing: a systematic review of the literature. Journal of Advanced Nursing, 39(5), pp. 421-
443. 
 
Watson, R. and Thompson, D. (2000) Recent developments in UK nurse education; Horses 
for courses or courses for horses? Journal of Advanced Nursing, 32, pp. 1042-1043. 
 
Wells, R., Simpson, A., Cole, G., Joy, S. (2014) Role of the Practice Education Facilitator 
(PEF): The Cambridgeshire model underpinned by a literature review of educational facilitator 
roles. Nurse Education Today, 34(11), pp. 1395-1397. 
 
Westwood, O., Horton, K., Faithfull, S. (2007) Facilitation of cancer education and training 
(FaCET). Brussels: European Oncology Nursing Society. 
 
Westwood, O., Leinster, S., Weinberg, J. (2008) A healthcare curriculum for the 21st century: 
time for flexibility. Journal Royal Society Medicine, 101, pp. 59-62. 
 
While, A., Roberts, J., Fitzpatrick, J. (1995) A comparative study of outcomes for pre-
registration nurse education programmes, Reports to the English National Board. London: 
Kings College. 
 
Whitehead, B., Owen, P., Holmes, D., Beddingham, E., Simmons, M., Henshaw, L….. and 
Walker, C. (2013) Supporting newly qualified nurses in the UK: A systematic literature review. 
Nurse Education Today, 33(4), pp. 370-377. 
 
Willis. (2012) Quality with compassion the future of nursing education. London: Royal College 
of Nursing. 
 
Willis. (2015) Raising the Bar. Shape of Caring: A review of the future education and training 
of registered nurses and care assistants. Health Education England. 
 
Wolfe, A. C., Peust, B., Regan, S. (2010) New graduate nurse practice requirements: 
Perspectives on the context shaping our understanding and expectations. Nurse Education 
Today, 30, pp.187- 191. 
 
Wolff, P. (1996) Designing and delivering competence based degrees’. University of Lincoln 
and Humberside and the University of Huddersfield.  
 
 
 
  
112 
 
 
 
 
Appendices 


